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Now—A Progress Volume 
for Hyman's Integrated Practice of Medicine 


With publication of this Progress Volume, Hyman’s 


Integrated Practice of Medicine is brought thor- 


oughly, almost unbelievably up-to-date. The Prog- 
ress Volume is Dr. Hyman’s own appraisal of the 
latest advances in medicine generally and in thera- 
peutics especially. New drugs, new methods of 
using old drugs, new concepts of treatment, new 
diagnostic methods—all are evaluated by one of 
America’s foremost practitioners of medicine, on 
the basis of his own experience. 


The author employs his unobtrusive but unmis- 
takable system of cross referencing to integrate 
the material with the original four volumes. Inte- 


gration is further assured by inclusion in the 
Progress Volume of complete indexes to the entire 
5 volume set. 


Every doctor who owns the original 4 volumes will 
want this “new set of tires for a car that still has 
plenty of miles in it.” To the physician who has 
never used Hyman’s Integrated Practice of Medi- 
cine we can say it offers a type of consulting service 
which cannot be found elsewhere. ' 


Progress Volume. By Harotp Tuomas Hyman, M.D. 734 pages, 
6"x9”. $10.00. 

An Integrated Practice of Medicine. By Harotp Tuomas Hyman, 
M.D. 5 volumes totalling 4867 pages, 6"x9”, with 1184 illustrations, 
305 in color, and 321 Tables of Differential Diagnosis. $70.00. 
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LAXATIVE 


vith Sal Hepatica 


When your patients ask about 
fast laxation recommend efferves- 
cent Sal Hepatica. There’s no lag, 
no continuing discomfort while your 
patients wait for this laxative to act. 
Taken before the evening meal, sat- 
isfactory action is assured before A } 
bedtime, thus permitting a sound TOOTH PAs 
night’s sleep. Taken in the morning 
before breakfast, laxation will usu- 
ally occur within the hour. 


Sal Hepatica’s action is gentle, 
too, for its fluid bulk provides soft 
pressure. 


Sal Hepatica suits your patients’ 
convenience—and yours. Antacid Sal 
Hepatica also combats gastric hy- 
peracidity which so often accom- 
panies constipation. 


A GENTLE, 


Antacid 


— 


SAL HEPATICA, a product of BRISTOL-MYERS—19 West 50th Street, New York 20, N.Y. 
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Now the Picker 15 MA “‘Meteor’’—the versatile 

quality x-ray unit in the low-priced field, comes 

with a newly designed, self-contained x-ray tubehead at 
no increase in price. 

This power-packed new head gives you greater 

radiographic speed, particularly for heavy body parts. It’s 

sleek and compact—easier to position, easier to handle. 

The radiographic detail with its 1.5 mm. focal spot 

is comparable to that of far more costly units. And you 

can use the new “Meteor” on your ordinary 

house current—it draws only 15 amperes. 

Now, more than ever, the pedigreed Picker “Meteor” 

offers peak value in low-priced x-ray units. For the 

P : story, call in your local Picker representative, or write us— 

Picker Picker X-Ray Corporation, 


combination x-ray apparatus 300 Fourth Avenue, New York City. 


There are Picker Service Depots and Sales 
Offices in principal cities of the U.S. and 
Canada: all alertly at your service in provid- 
V ing x-ray apparatus, accessories, and supplies. 


15 MA “Meteor” $1495. 
60 MA “Meteor” 1995. 
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IN HEALTH 


PHYSICAL EXAMINATION AND DISEASE 


The most modern book on Physical Diagnosis available . . . 


Contrasts normal and abnormal by presenting first the conditions 
in health, then conditions in disease . . . 


Provides student with full, physical evaluation of patient... 


Contains 550 illustrations, more than any other text on the 
subject... 


Shows, in the illustrations, disease in its incipient stages, teach- 
ing diagnostic awareness at the most important point. . . 


Relates examination of the patient to the clinical practices that 
underlie diagnostic accuracy . 


Cites reasons for symptoms, integrating what student learns in 
this course with studies in the other departments of medicine... 


Dr. Kampmeier strives to prepare a solid foundation for contin- 
uous development in the art of physical diagnosis, for upon this 
foundation rests much of the skill of the experieaced clinician.” 


—Hugh J. Morgan, M.D., in the Foreword. 


Rudolph H. Kampmeier, A.B., M.D., Assoc. Professor of Medi- 
cine, Vanderbilt University School of Medicine. 824 pp., 550 
illus., one in color. $8.00. Ready October Ist. 


EAR, NOSE, AND THROAT-—Lederer, Diseases NEUROLOGY— Alpers, CLINICAL NEUROL- 


PHYSIOLOGY—H 


of the Ear, Nose, and Throat, 5th Edition, 946 
Pages, 729 Illustrations, 18 Full Color Plates, 
$10.00 1946 


“This textbook is recommended to all otolaryngolo- 
gists and to residents, medical sutdents and specialists. 
It is valuable for reference and for teaching purposes.’ 


Archives of Otolaryngology. 


Lederer-Hollender, Textbook of Ear, Nose, and 
Throat, 2nd Edition, 608 Pages, 182 Illustra- 
tions, 13 Full Color Plates, $7.00 1947 


Hamilton, Textbook of Human 
Physiology, Enlarged 2nd Edition, 642 Pages, 
139 Illustrations, $7.00 1949 


“A student textbook; restricted to the things that the 
average medical student can encompass in the short 
time he is exposed to physiology. The author presents 
in the simplest possible e manner the general principles 
of human physiology.” 


Journal of the A. A. M. C. 


UROLOGY—McCrea, 


OGY, New 2nd Edition, About 850 Pages, 241 
Illustrations, $9.50 1949 


“Every effort has been expended, in a complete revi- 
sion of the text, to make the material completely cur- 
rent in treatment, in description of disease and in 
diagnosis. The newer knowledge gained from exper- 
iences in World War II has been incorporated chiefly 
in connection with peripheral nerve injuries and 
cranial trauma. New illustrations have been added and 
the tables of diagnosis revised.” 
From the Preface. 


CLINICAL UROLOGY, 
2nd Edition, 516 Pages, 263 Illustrations, 7 in 
color, $6.50 1948 


“The chapters are well arranged and organized. The 
type is ideal for easy reading. Because of its concise- 
ness and practicability, the book can be highly rec- 
ommended to the general practitioner as well as to 
the medical student.” 


Journal of the A. M. A. 


F. A. DAVIS CO., Publishers 


1914 CHERRY STREET, PHILADELPHIA 3, PA. 
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To the surgeon and other members 

OF the surgical team, this emblem 

will flash a signal assurance of the 

posturing and time-saving facilities 

featured in American-built Oper- 

ating Tables. It will indicate Head 

End Control for physiological and 

anatomical changes of posture 

_ as may be called for both prior to 

WRITE TODAY for detailed information or during the operation ... repos- 
AMERICAN STERILIZER COMPANY turing without disturbing or dis- 


tite; tracting influences. 
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STIGMINENE* BROMIDE Warner,’ Brand of 
Benzpyrinium Bromide, a new 
cholinergic compound, facili- 
tates the transmission of nerve 
impulses, thus improving and 
potentiating muscle tone. 

STIGMINENE* BROMIDE ‘Warner’ is indi- 
cated in the prevention or treat- 
ment of postoperative intestinal 
and bladder atony, abdominal 
distention, paralytic ileus, and 


mm adequate and satisfac- 
tory means for providing cholin- 
ergic action in the experimental 
therapy of myasthenia gravis and 
other disorders in which experi- 
mental cholinergic therapy is 
deemed advisable. 

PACKAGE INFORMATION: Stigminene* Bromide is available in 1-cc ampuls of 
a 1:2000 solution, 0.5 mg each, for intramuscular or subcutaneous injection, 


cart f d Is. 
ons of 12 and 5° ampu's: WILLIAM R. WARNER 
Division of Warner-Hudnut, Inc. 
*Trade Mark New York * Los Angeles * St. Louis 
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exercise in simple logic 


Combined sulfonamide mixtures are more desirable than 
single sulfonamides. Mixtures of three drugs offer advantages 
over mixtures of two drugs. Sulfadiazine and sulfamerazine deserve 


first and second place respectively in any mixture. 


“Sulfacetimide appears the most 


advantageous for third place.”* 


\ 


is more desirable and \ 


offers many advantages in sulfonamide therapy. 


Tablets 0.5 Gm., each containing 0.166 Gm. sulfacetimide, 


TRICOMBI SUL: 0.166 Gm. sulfadiazine and 0.166 Gm. sulfamerazine. 
Available in bottles of 100 and 1000 tablets. 


1. Lehr, D.: Scientific Exhibit, Atlantic City Session, 
American Medical Association, June 6-10, 1949, 


Selering CORPORATION 


BLOOMFIELD, NEW JERSEY 
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“Although E.C. 110 (CAFERGONE) was developed primarily for the 
relief of the migraine attack, it is uniformly effective and has a much 


wider range of usefulness in the relief of headache of all other types, 


For The First Time In Almost Two Thousand 
Years, clinical trials of an oral preparation indicate 
that migraine and other vascular headaches can be 
aborted in 85-90% of cases. 


Although the cause of migraine is still unknown, the 
mechanism productive of head pain has been deter- 
mined.” Today, it has been observed that the head 
pain in classical migraine and related disorders is pro- 
duced through abnormal behavior of the cranial vas- 
cular system. The affected arteries, principally branches 
of the external carotids, become constricted in the early 
stage of the attack. Such vasoconstriction results in pre- 
headache warning signs such as visual and other sen- 
sory disturbances. Later in the attack, these arteries 
become relaxed and dilated. At this point, agonizing 
headache begins. Exaggerated pulsations and thicken- 
ing of the affected arterial walls cause stretching of and 


STAGE 1 STAGE 3 
VASOCON- VASODILATATION EDEMA 
‘© ION 


BEST RESULTS WITH TREATMENT 
IN STAGE 1 OR EARLY STAGE 2 


pressure upon adjacent pain-sensitive structures. Head- 
aches of this type may last for a few minutes only or 
they may last for days. Seizures are usually terminated 
by severe vomiting. 


As a result of recent research, these headaches can 
be aborted for the great majority of sufferers. Attention 
has been centered on the development of an effective 
oral preparation to relieve vascular headaches. Cafer- 
gone. (100 mg. caffeine and 1 mg. ergotamine tar- 
trate per tablet) is the result of this research. 
Ergotamine tartrate (Gynergen ) has long been known 
as a potent vasoconstrictor. “ *’ Caffeine, when admin- 
istered orally, also acts as a vasoconstrictor.” Simul- 
taneous administration of ergotamine tartrate with caf- 
feine in Cafergone tablets has the added advantage of 
reducing the usual dose of ergotamine necessary to 
abort these headaches.” 


especially typical and atypical histaminic cephalgia.” (Hansel) 


These measures will abort vascular headache: 


for 85-90% of sufferers: 

1. Give complete physical examination includ 
ing ancillary tests to rule out other condition: 
mimicing migraine. 

2. Advise the patient to re-organize his activitie 
where possible. 

3. Improve the general health of the patient. 

4. Give 2 Cafergone tablets at first sign of im 
pending attack and, if necessary additions 
1-tablet doses (up to 6) at half-hour intervals 


For Subsequent Attacks: after the total number o! 
tablets required for a patient’s attack has been deter 
mined, give that total dose all at once for any subse- 
quent attack of equal severity suffered by that patient. 
(Occasionally an attack returns due to inadequate dos- 
age having been used; in such case repeat the dose and 
for any later attack adjust dosage accordingly. ) 


Literature available on request, for further particulars 
on Dosage Adjustment and other points: 
Reprints of recent reports. 
Therapeutic brochures. 
Chart, “Clinical Characteristics of Vascular 
Headaches.” 
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CONSTIPATION CONTROL 


that is physiologically correct 


A famous gastro-enterologist likens the colon to a railroad siding on which 3 
freight cars stand. Every day a new one arrives and bumps the end one off... 


-+-$0 as to leave three again 


When physiologically incorrect, one arrives with such force 


that it bumps all three off... 
T T | 


... and then three days must elapse before the siding again is full enough 
so that a car arriving at one end can push one out at the other... 


Two products alike in their design for providing physiologically correct 
constipation control—different in the patient groups they best serve. They 
encourage elimination simply by the formation of a soft, plastic, water- 
retaining gelatinous residue—which, by its bulk, reinitiates normal peri- 
stalsis and the defecation reflex. This resumption of physiologic, peristal- 
tic control of bowel elimination is induced at an unhurried pace, without 
violent flushing, griping, cramping or tenesmus. Do not absorb oil- 
soluble vitamins. Very economically priced. 


KONSYL (100% plantago ovata—the first and original 
psyllium concentrate). Konsyl supplies effective bulk and lubrication, 
without added carbohydrates. Indicated in diabetes, obesity or any other 
low-carbohydrate diet or wherever a pure psyllium concentrate is pre- 
ferred—as in postoperative care following hemorrhoidectomy. Non- 
irritant, non-habit-forming. Available in 6 and 12 oz. cans. 


L. A. FORMULA (50% plantago ovata with lactose 


and dextrose for maximal dispersibility). Because of its high degree 
of palatability and refinement, indicated especially in ulcer cases, preg- 
nancy, lactation, cardiac disorders, pediatrics, geriatrics, etc. Available 
in 7 and 14 oz. cans. 


BURTON, PARSONS & CO. * WASHINGTON 9, D. C. 
Established 1885 
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Doctors agree that radical changes in the 
care and feeding of a baby should be avoided 
—especially during the important first year 
of its life. That’s why so many doctors advise 
mothers against taking baby off formula too 
soon...or changing to a different form of 
milk when formula days are over. 


For the constant uniformity of Carnation 
Evaporated Milk ...in butterfat, milk solid 
content, curd tension and viscosity... are 
positive factors in eliminating digestive up- 
sets throughout baby’s first year. And because 


8 out of 10 mothers raising their babies on Carnation 
report that it was recommended by their doctor 


The Milk Every Doctor Knows 


Carnation is not only pasteurized, but also 
sterilized after the can is sealed, it is doubly 
safe milk. 


Every can of Carnation Milk comes from 
cows checked by Carnation’s own inspectors 

..is tested in Carnation’s own receiving 
stations...is processed under rigid control 
in Carnation’s own evaporating plants. It’s 
a brand you can recommend by name, as 
doctors have been doing for more than 50 
years... with complete confidence that there 
is no better, safer milk for babies. 
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A vaginal jelly or cream with too heavy a viscosity is apt to remain 
in the posterior fornix and latently come in contact with the sperm. 
A lubricant with a very light viscosity tends to reduce required chemi- 
cal barrier film. Koromex Jelly and Cream have the ideal viscosity 
determined by many years of laboratory tests and patient approval. 


ACTIVE INGREOIENTS: Boric acio 2.0% OxYQUINOLIN BENZOATE 
AND PHENYLMERCURIC ACETATE ©.02% 1M SUITABLE JELLY OR CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. « 145 HUDSON ST., NEW YORK 13, N. Y. 


MERLE L YOUNGS PRESIDENT 
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Sixty-five years ago, the first 
completely safe milk for babies— 
evaporated milk—was developed 
by Pet Milk Company. The new 
process destroyed the germs of 
disease which often made cows’ 
milk a dangerous food for babies 


At the same time, Pet Evaporated 
Milk proved to be more easily 
digested than other forms of mil! . 
Heat sterilization so changed the 


nature of the protein that it became 


soft and friable, resembling hum: n 
milk in digestibility. 

Then, Pet Milk was homogenized 
to distribute its butterfat evenly. 
Every drop was made uniformly 
rich in ail the food values of milk. 


When research proved that addition 
of vitamin D to milk would prevent 
rickets and promote optimal 
growth, Pet Milk was fortified 
with the recommended level of 400 
units of vitamin D to the quart. 


Later, when pure crystalline vitamin 
D3 was developed Pet Milk was the 
first to use this improved form of 
vitamin D for the fortification of milk. 


Favored Form 
of Milk for 
Infant Formula 


Better 
As it has for sixty-five years, Pet 
Milk Company will continue to 
look for new ways to improve its 
product ++ and contribute tO the 
nutritional welfare of the nation 
‘ — especially the nation’s pabies- 
» 
Constant research 1S one of many 2 
reasons why the medical profes- E 
sion can be assured that when bet- : , 
| ter evaporated milk is made, Pet 
Milk Company will make it! :— 
By ED 
PET MIL NCREASED 10 
K COMP 
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Inclusion of citrus fruits and juices in the regular 
dietary gives important impetus to the enhancement of 
appetite* and digestion,' to the production of greater 
bodily energy and stamina,’ and to an increase in 
disease resistance.? Notably high in vitamin C content 
and natural fruit sugars,’ and containing other 
important nutrients*, they represent a dietary “must” 
—in health or disease, from infancy to old age. 

The use of delicious, readily available, Florida-grown 
citrus fruits and juices . . . fresh, canned, 
concentrated or frozen . . . is especially desirable, for 
infants and children, during pregnancy and lactation, 
before and after surgery, and in convalescence. 


FLORIDA CITRUS COMMISSION + LAKELAND, FLA. 


* Citrus fruits are among the richest known sources 
of vitamin C. They also contain vitamins A, B,, and P, and 
readily assimilablematural fruit sugars, together with 
other factors such as iron, calcium, citrates and citric acid. 


REFERENCES : 


1. Gordon, E. S.: Nutritional and Vitamin Therapy in General 
Practice, Year Book Pub., 3rd ed., 1947. 2. Manchester, T. C.: 
Food Research, 7 :394, 1942. 3. McLester, J. S.: Nutrition and 
Diet, Saunders. 4th ed., 1944. 4. Rose, M. S.: Rose's Foundation 
of Nutrition, rev. by MacLeod and Taylor, Macmillan, 4th ed., 
1944. 5S. Sh H. C.: Chemistry of Food and Nutrition, 
Macmillan, 7th ed., 1946. 
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Greetings 


It is our sincere wish, Doctor, that the many sacrifices 
you have made during this past year — beyond the press- 
ing demands of your practice in the interest of suffering 
humanity — will be reflected a thousandfold in a great 
and well-earned happiness throughout the Christmas 


Season. 


Vitaminerals, Inc. 


PROFESSIONAL LITERATURE ON REQUEST 


witty, 
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Rim of a “RAMSES” Dia- 
phragm exposed showing coil 
spring completely encased in 
cushion of soft gum rubber. 


A coil spring with the necessary tension to hold it firmly against the 
vaginal walls can produce discomfort unless it is properly cushioned. 
Examine the rim of the “"RAMSES”* Diaphragm and you will find 
that the coil spring is encased in soft rubber tubing, which acts as a 
protective cushion. This construction is patented and available only 


in the “RAMSES” Flexible Cushioned Diaphragm. 


The “RAMSES” Flexible 
Cushioned Diaphragm is ac- 
cepted by the Council on 
Physical Medicine and Re- 
habilitation of the American 
Medical Association. 

A diaphragm dome must not only occlude the cervix—it must have a 

reasonably long life. The exclusive process used in manufacturing. the 

dome of the “RAMSES” Diaphragm from pure gum rubber produces 


velvet smoothness, plus flexibility and long life. 


A comparison will quickly reveal the advantages of supplying the 
patient with the patented “ RAMSES” Flexible Cushioned Diaphragm. 


“RAMSES” Diaphragms are available in sizes ranging from 50 to 95 
millimeters in gradations of 5 millimeters. 


gynecological division 


De. 


423 West 55th Street, New York 19, N. Y. 
quolity first since 1883 
*The word “RAMSES” is a registered trademark of Julius Schmid, Ine. 
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NOW PROOBE... in an instant, Doctor, 
PHILIP MORRIS are LESS IRRITATING 


Just Make This Simple Test: 


... light up a 
Puitie Morris 


Take a puff—DON’T INHALE. Just 
s-l-o-w-l-y let the smoke come through your 
nose. Easy, isn’t it? AND NOW... 


... light up your present brand 
DON’T INHALE. Just take a puff and 
s-l-o-w-l-y let the smoke come through your 
nose. Notice that bite, that sting? Quite a 
difference from PHILIP MorRIs! 


YES, your own personal experience confirms the results of the clinical and 
laboratory tests.* With proof so conclusive, would it not be good practice to suggest 
PHILIP Morris to your patients who smoke? 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 


*Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245; N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592; 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 
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Vitamins Carcium Minerats 


aw 


AN OUTSTANDING PRODUCT FOR 3 GROUPS OF PATIENTS 
COME ARE 


As a Dietary Therapeutic Desage as m 
Suggested 1 Supplement in Geriatrics Pregnancy or other conditions 
Daily Dose § 1 Tablet 2 Tablets 3 Tablets or 4 Tablets 


VITAMIN A 5,000 uSP Units | 10,000 usp Units |15,000 USP Units |20,000 USP Units 
VITAMIN D 400 usP Units | 800 USP Units | 1,200 USP Units | 1,600.USP Units 
VITAMIN C 50 mg. 100 mg. 150mg. 200 mg. 
VITAMIN E | 0.85 mg. 1.7 mg. 2.55 mg. 3.4mg. 
VITAMIN By 3 mg. 6mg. 9 mg. 12mg. 
VITAMIN Bo 3 mg. 6 mg. 9 mg. 12 mg. 
VITAMIN Bs 0.5 mg. 1 mg. 1.5mg. 2mg. 
NIACIN AMIDE 15 mg. 30 mg. 45 mg. 60 mg. 
CALCIUM PANTOTHENATE 5 mg. 10 mg. 15mg. 20 mg. 
FOLIC ACID 0.5 mg. Img. 1.5 mg. 2 mg. 
VITAMIN 1 meg. 2 meg. 3 meg. 4meg. 
CALCIUM 250 mg. 500 mg. 750 mg. 1,000 mg. 


Low FPATIEN TS 


Available at all Pharmacies rr 


4 


f 
j 
4 
4 
ae 
. PHOSPHORUS 190 mg. 380 mg. 570 mg. 760 mg. 
IRON | 20mg. 30 mg. 40 mg. | 
IODINE | O.15mg. | 0225mg. | 0.3mg. 
| BORON 005mg. 01mg | 015mg | 02mg. 4 
ZINC | 02mg. | 03mg. 
MANGANESE __O3mg. | 0.6mg. 0.9 mg. 12mg. 
i A af 


Most products containing Big use 
either crystalline Biz or B12 concentrate 


The New 
Stuart 


with Folic Acid and 6-12 
gives all the advantages of 
both forms of B12 


ris U 


* Ferrous Gluconate for greater tolerance 


* Therapeutic amounts of B Complex 
and C 


* Liver Fraction for Natural B Complex 
Copper 

« Tablet form for complete stability 

* Tablet disintegrates gradually in the 
stomach, releasing iron at a desirable rate 
LOW IN COST TO PATIENTS 


Stuart 
ematinic 


(Ferrous Gluconat) 
COPPER (Copper 
PLEX 


MACEUT 
* le 


Available at 
all Pharmacies 


All Stuart Products are Sold by Ethical Methods Only 


/ 
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“Trademark of Kremers-Urban Co. 


Professional sample vial of 5 cc. without cost or obligation. 
30-cc. vials of PHYATROMINE @ $6.00 per vial. 
Boxes of 25 1-cc. ampuls @ $6.00 per box. 


0 Charge (Quantity prices on request) 


BOX 2038 


MILWAUKEE 1, 
WISCONSIN 


spasm) and tne patient for erie 
Jost for days- 
an the prevention’ and preatmen ol getormitic® | 
of pursitis and neuro 
wet guliate conten’ 
x, CONTAINS per 9.6 me each of 
Kremors send 
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3 Greetings 
from the = 
Cereal Lactic Company, Ine. 


At this time every year, we at the Cereal Lactic 
Company like to reflect a bit, and remember how 
much you Doctors have done for us in the pest 
through your continued patronage of our produc:s. 


We want you to know how much we appreci:'e 
this, and our New Year’s Resolution is simply — 
to continue to prove that our Company and our 
products are worthy of your trust. 


May we offer you our most 
sincere best wishes for your con- 
tinued success and happiness in 
the months and years to cone. 


ER Manbeck 


Now TWO FORMS 
IMPROVED VITAMIN “@ 
AMTAGID & ADSORBENT. 


All over the country, thousands of physicians 
agree that both forms of Cereal Lactic effectively 
combat Gastro-intestinal disorders. Cereal Lactic 
in both forms has been prescribed over 10,000,000 
times by the profession . . . the true test of con- 
fidence. 


Cereal Lactic (Improved Vitamin) formula— 
serves effectively against gastro-intestinal disorders 
when hyperacidity and flatulence are not symp- 
toms. It supplies needed lactic acid organisms, 
vitamins as well as EIGHT essential enzymes. 


Cereal Lactic (Antacid and Adsorbent) formula 
— brings welcome relief to gastro-intestinal 
sufferers when hyperacidity and flatulence are 
symptoms. 
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“Beminal” offers major ‘B’ therapy with a quintet of 
distinctive combinations that simplify selection of 
appropriate treatment for each patient. 


1. “Beminal” Forte with Vitamin C (Capsules No. 817) 
is recommended whenever oral administration of 

massive doses of B factors and vitamin C is desirable. 
Each capsule contains: 


Thiamine HC] (B,) . .... %25.0mg. 
Riboflavin (Bz)... . . « 
Nicotinamide. . . . . .. . 100.0mg. 
Pyridoxine HC] (Bg) . . . .... 1.0 mg. 
Cale. pantothenate. . . . ... . %110.0mg. 
Vitamin C (ascorbicacid) . . . . . 100.0mg 


Dosage: One to three capsules daily or as directed 
by the physician. 


The other members of the “Beminal” family are: 


2. “Beminal’’ fortified with Iron and Liver, 
Capsules No. 816. 


3.“Beminal’’ fortified with Iron, Liver, and Folic Acid, 
Capsules No. 821. 


4. “Beminal’” Forte Injectable (Dried) No. 495. 
5.“Beminal’ Tablets No. 815. 


McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine Tablets 


or 
Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein. 
no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree. 


Professional Foods 
Cedar Rapids, 
COLCIN 


PAN-ENZYMES 
Send for details on a sound reducing regime and plan. 


NORMIN 


EVERY PHYSICAL CHECK-UP SHOULD INCLUDE 
ROUTINE RECTAL EXAMINATION! 


“Barr-Shuford” 


SPECULUM 
MAKES IT EASY 


Detection of rectal anomalies — internal hemorrhoids, 
fistulae, cancer, by means of both manual and visual exam- 
ination should be included in every “physical.” 


The “Barr-Shuford” Speculum is easy to insert without 
discomfort to your patient. Its tapered obturator withdraws 
easily and without pinching mucosa. Slot permits examina- 
tion and treatment of rectum. 


SURGICAL-MEDICAL SUPPLIES FOR DOCTORS & HOSPITALS 
609 COLLEGE STREET CINCINNATI 2, OHIO 
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Patients Allergic to Eggs Wheat and 


BANANA RYE BREAD 
(Egg, milk and wheat free) 


2 cakes or packages yeast 2 tablespoons melted vegetable 


shortening 
Sep 2% cups mashed ripe bananas* 
1 tablespoon salt (5 to 6 bananas) 


1% tablespoons sugar 5% to 6 cups rye flour 
*Use fully ripe bananas . . . yellow peel flecked with brown 


Dissolve yeast in water. Mix together salt, sugar, 
shortening and bananas. Add half the flour and beat 
until smooth. Beat in the dissolved yeast. Add remaining 
flour gradually and mix well. 


Turn dough out onto a floured board..Knead about 8 
minutes, adding just enough additional rye flour to 
prevent sticking. Place dough into a lightly greased bowl. 
Cover and let rise until double in bulk (about 2 hours). 


Turn out again onto floured board and knead lightly 
about 2 minutes. Shape dough into 2 loaves. Place into 
lightly greased bread pans (8 x 4 x 3 inches). Cover and 
let rise again until double in bulk (about 1 hour). 


Bake in a hot oven (425° F.) 5 to 10 minutes, or until 
crust begins to brown. Reduce temperature to 350° F. and 
bake 35 to 40 minutes longer, or until bread is done. 
Remove from pans. Brush top crusts with water. 
Makes 2 loaves. 


All measurements used in this recipe are level. 


THIS RECIPE 
DEVELOPED 
AT REQUESTS 
OF PHYSICIANS 


ANO IT TASTES 
6000 Too/ 


FREE COPIES FOR YOUR PATIENTS 


UNITED FRUIT COMPANY, Home Economics Dept. 
Pier 3, North River, New York 6, N. Y. 


Please send me_______ free copies of your Banana 
Rye Bread recipe for distribution to my patients. 


Name 


Address 


City 
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in this LOW COST 


PORTABLE SUCTION AND 
PRESSURE UNIT NO. 711 


This easily-carried unit gives you fa- 
cilities for nebulizing, aspirating, spray- 
ing. Rugged Gomco motor-and-pump 
unit is quiet, and ‘attention-free. Pre- 
cision valves and gauges allow accurate 
regulation of suction (0” to 25” of 
mercury) and pressure (0 to 30 lbs.) 
—adequate for any demands. HAVE 
YOUR DEALER GIVE YOU ALL 
THE FACTS, or write: 


Write for the 
~Gomco catalog. 
See ALL Gomco units 
ready to help you! 


SURGICAL MANUFACTURING CORP. 


830M E. FERRY STREET BUFFALO 11, N. Y. 


LARSON’S ADHESIVE BALM 
REDUCES SKIN IRRITATION 
TO TAPING 


Larson’s Adhesive Balm protects 

the skin with a film that acts as 

an effective adhesive; retards bac- 

terial and fungus infection 

neath tape and eliminates the dis- 

comfort usually associated with 

the removal of adhesive plaster. 

Vitamin A increases skin resistance 

. repeated taping with a mini- 

| mum of irritation. Buy from your 

eacm Supply House, or write to Larson 
eee 7 Laboratories for FREE sample. 


LARSON LABORATORIES 


ERIE, PENNSYLVANIA 
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BOOKKEEPING 


More doctors use “Histacount” than 
any other system. It eliminates all 
bookkeeping and tax problems; gives 
your financial status at a glance... 
what you earn, collect and spend. 
Enjoy simple, accurate, complete 
bookkeeping with “Histacount”. 


| 


REGULAR EDITION 


More than 400 pages for daily, monthly 
and yearly entries... special forms for 
taxes. Cloth cover, monthly indexes for 
easy reference. Loose-leaf or plastic-bound. 
(Refills for Loose-leaf - $3.75) $7.25 


LIMITED PRACTICE SYSTEM 


Same as the regular system but designed 
to care for practices limited to 90 patients 
per week. The finest little system of them 
all. Complete instructions included. 
Plastic-bound only. 


ACOUNT" 
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PROFESSION AL 
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| send O FREE descriptive booklet 
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FOR A MODERN (Mee) AND EFFICIENT 
X-RAY DEPT. «BUY MATTERN 


These Units are Mattern’s answer to the 
doctor’s desire for low priced complete 
diagnostic units in his own office and at 
the same time offering more features © 
than are to be found in many low priced | 
X-Ray units. 


The Mattern line of X-Ray Equipment 
is complete from a portable unit to 
200MA .and Therapy Units. There is a 
Mattern-X-Ray Unit to fit your every re- 
quirement. 


SRF-Junior Combination j i 3 
Radiographic. and" Flucroscopic Get the facts now on this line of out MX: Single Tube Hand Tilt or Motor Driven 


ay Unit standing X-Ray Equipment. Table Unit 


(Write us for further Details) 


F. MATTERN MFG. CO. 
4637-59 North Cicero Ave. Chieage 30, Til. 


| 
| 
| 
| oz. 02S. 2% fl. 07s. 
(50 Cals.) (20 Cal. 2 4 
ADVERTISED TO THE MEDICAL PROFESSION ONLY, 
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New Book 
Epstein—Regional 
Dermatologic Diagnosis 


By ERVIN EPSTEIN, M.D. 


Assistant Clinical Professor of Dermatology and Syphilology, Stanford 

niversity Medical School; Consultant in wt and Syphilology, 

(oakland (California) Area Veteran’s Hospital and Mt. Zion Hospital, 
San Francisco. 


‘his is a practical system of dermatology for non- 
specialists. Practitioners and students who desire a 
clearly written, well illustrated monograph on diag- 
nosis of the common skin diseases will find it in 
this succinet, highly applicable book. Dr. Epstein 
utilizes a system based on a single, easily recognized 
characteristic that points up immediately the 
factors involved in establishing an early and cor- 
rect diagnosis. Since only- certain dermatoses occur 
in a given portion of the body, the book is arranged 
according to location. Each of the 31 chapters is 
concerned with one area only. Dr. Epstein has ex- 
pertly selected 14 prescriptions which will prove 
to be adequate to manage successfully 75% of all 
patients. This is a useful working manual from 
first page to last. 


New Book. 328 Pages. 


148 Illustrations. $6.00 
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New (2nd) Edition 
Bell— 
Renal Diseases 


By E. T. BELL, M.D. 


Professor of Pathology in the University of 
innesota, Minneapolis 


The pathology of the various renal diseases and 
the features by which they may be recognized 
clinically and at postmortem are presented in this 
monograph. Readers will appreciate the precise 
manner in which Dr. Bell reveals structural changes 
in the kidney, his method of presenting pathologi- 
cal physiology, and the clear discussions of the 
clinical manifestations of each disease. Emphasis 
is on the relation of hypertension to the kidneys 
and there are full considerations of the toxemias 
in pregnancy and renal lesions in diabetes. For 
the enlarged new (2nd) edition, the author has 
brought the text in line with current thinking on 
the subject, and on the knowledge gained from an 
additional 18,000 autopsies made since the previous 
edition was published. Several new illustrations 


have been added. 


New (2nd) Edition. 448 Pages. 71 Tables and Charts. 
123 Illustrations and 4 Plates in Color. $8.00 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


STILL IN FRONT 


Mcintosh Short Wave Diathermy 
Equipment is still in the lead 


New engineering makes the Hogan Brevatherm 


Model No. 8920 F.C.C. Type Approval No. D-528 
an outstanding value with ample power for 
the busy hospital or clinic and most sensi- —/“ 
tive control of output. You who have / 
used diathermy equipment of our P 8 
make for a third of a century 
(half of our life-time) are best ri = No. 
able to judge the COrrectness 
Hogan Brevatherm Model No. 8920 of our assertion. f contative eat, 
McINTOSH ELECTRICAL CORP. agp 
72nd Anniversary Feb. 4, 1951 r ADDRESS 
In Philadelphia FACTORY AND MAIN OFFICE r 
Physicians Equipment Co. 
Phone: EVergreen 64700 *Chicage 12, 


25 
| 


BOWEL LAZINESS 


is often the result of unconscious fear induced 
by prudish notions, pruritis ani or irregular 
bowel habits. 


YOUNGS 
RECTAL 
DILATORS 


CHILDREN'S 
4 Graduated Sizes 


4 Graduated Sizes 
1—2—3—4 


YOUNG’S RECTAL DILATORS have been found 
very effective in breaking the impulse of the rectal 
muscle to keep itself locked. Sold only by prescrip- 
tion. Obtainable at your surgical supply house: 
available for patients at ethical drug stores. Set of 
graduated sizes, adult $5.75, children’s $5.50. Young’s 
Rectal Ointment 60c tube. Write for literature. 


F. E. YOUNG & COMPANY 


420 E. 75th ST. CHICAGO 19, ILL. 
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The Alkalol Company, Taunton 23, Mass. 
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THE NEUROPSYCHIATRIC FOUNDATION, INC. 


Offers one and two year 


FELLOWSHIPS IN PSYCHIATRY IN THE 
MEYERS CLINIC, LOS ANGELES 


Training is available in the range of ambulant psychiatry 
emphasizing diagnosis and psychotherapy in coordina- 
tion with the psychologist and psychiatric social worker. 


STIPEND $2,400 PER YEAR 
Graduates of approved colleges of Osteopathy are eligible. 
APPLY TO THE DIRECTOR 


THE MEYERS CLINIC 
800 SOUTH BERENDO ST. _ LOS ANGELES 5, CALIF. 


GET ACQUAINTED OFFER 


Thousands Of Physicians 


Rely On Our 
Quality & Service 


(Aqueous) 


—____PROCAINE PENICILLIN G, 300,000 Units per cc, in Oil, 96 hour type 10 ce Vial $1.95 
—___PROCAINE PENICILLIN G, 300,000 Units per cc, Aqueous Susp. 

(Stable Room Temp.) 10 ce Vial $2.90 
—_____DESOXYCORTICOSTERONE ACETATE, Oil or Aqueous, 5 mgs. per cc 10 ce Vial $6.50 
—__—VITAMIN C (Sod. Ascorbate), | Gm. per Ampul—Box of 12—1i0 cc Ampuls................per Box $3.00 
—____VITAMIN B-I2 (Pure Crystalline Merck Material) 30 Micrograms per cc..................10 ce Vial $1.95 
—____VITAMIN B-I2 (Pure Crystalline Merck Material) 15 Micrograms per cc................10 ce Vial $1.50 
—____.VITAMIN B-I (THIAMINE HYDROCHLORIDE) 300 Mgs. per cc 30 ce Vial $4.90 
—__.VITAMIN B-6 (Pyridoxine Hydrochloride) 100 mgs. per cc 10 ce Vial $1.95 


—__—VITAMIN B-6 VITAMIN B-I (Pyridoxine-Thiamine) 100 mgs. of each per cc... 
—_____TESTOSTERONE, Oil or Aqueous, 10 cc Vial—25 mgs. per cc 
—_____TESTOSTERONE, Oil or Aqueous, 10 ce Vial—50 mgs. per cc 10 ce Vial $3.50 
—___—ESTROGENS NATURAL, Oil or Aqueous, 10,000 International Units per cc 
—___ESTROGENS NATURAL, Oil or Aqueous, 20,000 International Units per cc............30 cc Vial $3.00 
———ESTRONE PURE, Contains no Urinary Impurities, | mg. per cc, Oil or Aqueous........30 cc Vial $2.50 
———ESTRONE PURE, Contains no Urinary Impurities, 2 mgs. per cc, Aq 30 ce Vial $3.50 
——_— ESTROGENS NATURAL, 25,000 Units with PROGESTERONE 25 Mgs. per cc 


...10 ce Vial $3.00 
10 ce Vial $1.75 


30 cc Vial $2.50 


10 ce Vial $4.50 


ORAL OR SUBLINGUAL USE 


——_—PROGESTERONE, 25 mgs. per cc, Oil or Aqueous 30 ce Vial $5.50 
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The best Christmas gift for your patient with 


psoriasis is to help him get rid of the ugly patches 
of scaly, reddened skin. You play the part of 
Santa Claus when you prescribe RIASOL. 


Hundreds of clinical records in our files, docu- 
mented by before and after photographs, furnish 
proof that RIASOL helps clear the local lesions 
of psoriasis and in many cases avoids recurrence 
for long periods. RIASOL has a unique record of 
safety and effectiveness in the hands of thousands 


of physicians. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thor- 
ough drying. A thin, invisible, economical film 
suffices. No bandages required. After one week, 


adjust to patient’s progress. 
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The Osteopathic Concept of Disease 


A Critical Evaluation 
GEORGE W. NORTHUP, D.O. 


The osteopathic concept is too frequently obscured 
by a misconception that the terms “manipulative 
therapy” and “osteopathy” are almost synonymous. 
Unfortunately this confusion exists not only in the 
minds of nonprofessionals but also in the thinking of 
some osteopathic physicians. 


In the latter years of the nineteenth century, 
Andrew Taylor Still began to develop a philosophy. 
He states this clearly in the Preface of his book, 
“Philosophy of Osteopathy.” His greatest desire was 
“to give to the world a start in a philosophy that may 
be a guide in the future.”* (Italics supplied.) It is 
well to note that he describes his own work as a 
“guide” and “start.” 


As the founder of the osteopathic school of prac- 
tice developed his philosophy, he became increasingly 
aware that current methods of treatment were totally 
inadequate. Recent researches have proved the valid- 
ity of Dr. Still’s observations in that they have adjudged 
the medicaments and methods of his day as having, 
at best, littke more value than the psychological effect 
of a placebo. At the worst, they were definitely harm- 
ful. Surgery was only beginning to arise out of its 
“Dark Ages.” With the realization of this situation 
as a stimulus, and with a personal tragedy further 
emphasizing the failure of the therapeutics of his 
era, Dr. Still discarded the past and stepped boldly 
into the future. He applied the ageless truths of Hip- 
pocrates to the scientific problems of his day. ~ 


As has been stated by many scholars in many dif- 
ferent ways, “The study of man is man.”? The fallacy 
of the allopathic school of medicine is that it has wor- 
shiped at the idol of “etiology” for too long. Cer- 
tainly, it would be unfair to state that no progress had 
been made along these lines. Smallpox, diphtheria, and 
typhoid, to cite a few examples, have a much lower 
incidence and mortality rate than they did less than 
a half century ago. However, we know that despite 
advances made in this field, the pathogenic agent, is 
not, for example, the disease of smallpox, the disease 
of diphtheria, or the streptococcic throat infection. A 
germ unit outside the body, although a possible source 
of trouble, is not the disease entity. It is a potential 
pathogenic stimulus, but not the disease. Therefore, 


the formula, “Pathogen = Disease,” can not possibly 
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be correct. In order to meet its correct definition 
disease* must involve the body. 

If the above is valid, the human organism must 
be added to the concept of human disease. Perhaps 
the equation, “Pathogen -+ Organism = Disease,” more 
fully meets requirements. However, we know that this 
is not strictly factual. One needs only to make cul- 
tures from a few dozen supposedly normal upper 
respiratory tracts to realize that “Pathogen + Organ- 
ism=Disease” is not scientifically correct. The body 
surfaces, both internal and external, are constantly in 
a potentially pathogenic environment. Whatever the 
stimulus, be it bacterial, chemical or psychological, be 
it benign or malign, its nature and virulence do not 
wholly determine its effect. The final determining 
factor is the state of the receptor organism. 


It is the internal environment which is often the 
final determinant of the noxiousness of a given stim- 
ulus. The same stimulus which may be benign at 
one time may be pathogenic at a different moment. 
The stimulus may be the same, but the receptor de- 
termines the response. It is the pathogenic response 
that we call disease. Although these responses may 
follow general rules of nonspecificity, they still main- 
tain a distinct reaction pattern for one organismal 
unit at the moment of response. In order to complete 
a formula which will include these facts, it must be 
restated to read as follows: “Pathogen + Vulnerable 
Organism (vulnerable for that type of pathogen) = 
Disease.” “The study of man is man’; it would also 
seem that the study of disease is man. 


This, then, is the often forgotten contribution of 
Dr. Still to the study of health and disease. The solu- 
tions to the problems of health and disease do not lie 
in a mere blocking or elimination of pathogenic stimuli. 
It is the receiving-reacting organism that maintains its 
synergistic equilibrium which determines the state of 
health. 

As the philosophy of the osteopathic concept 
emerges from the volume of present-day scientific 
contributions, it is readily apparent that it points to a 
way of professional living and thinking which must 
permeate every phase of the life of the osteopathic phy- 
sician. Those who limit their practices to manipulative 


Webster’s Encyclopedic 


*Disease—any morbid state of the body. 
Dictionary, 1940. 
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therapy must be grounded in the osteopathic concept as 
well as in manipulative technics. Despite the fact that it 
is my opinion that osteopathic manipulative therapy 
is the most powerful single therapeutic agent available, 
it is not the totality of the osteopathic concept. Early 
in the history of osteopathy Still stated, “I do not in- 
struct the student to punch or pull a certain bone, nerve 
or muscle for a certain disease, but by a knowledge 
of the normal and abnormal, I hope to give a specific 
knowledge for all diseases.”* Manipulative therapy is 
and should be the major technic of the osteopathic 
school but it is only an integral part of the entire 
concept. 


Manipulative therapy is of course the most dis- 
tinctive asset of the osteopathic profession. Yet, if 
we follow the philosophy of Still, we must raise this 
phase of practice above the realm of mere manipula- 
tions. The science and art of application are perhaps 
more important than purely technical skills. If we 
want to know how, when, and where to apply manipu- 
lative skills, we must learn to study the organism 
which receives the therapy, for therapeutic results 
are determined not only by the type of therapy applied, 
but also are modified by the receptor-effector organism. 
If we want to understand the results of therapy, 
favorable or unfavorable, we must focus our view on 
the organism, man, who represents that receptor- 
effector mechanism. 


It is only when he begins to study man as a 
biological unit, similar to all other such units in its 
gross aspects, but differing from each in many im- 
portant details, that the physician truly begins to 
approach the central focus of any given disease entity. 
One of the most outstanding features which differen- 
tiates one human organism from another is its pattern 
of response to external stimuli. Man’s ability to exist 
in his environment depends on this. 


In studying man as a biological unit, one is im- 
pressed by the fact that although each individual has 
a different pattern of response, he also has a pattern 
of response which is individually consistent in its 
more nonspecific aspects. The concept of a metabolic 
pattern for each individual is not new. I have previ- 
ously discussed such a _ hereditary neuroendocrine 

Learning to determine the pattern of each indi- 
vidual patient is of tremendous aid in both diagnosis 
and therapy. This can be done only through a closer 
understanding of the interrelationship of the autono- 
mic nervous and the endocrine systems. 


Through the work of Korr, Denslow, Cole, and 
others, we are brought to the realization that the 
initial propositions of Still were unusually wise. Cer- 
tainly if the osteopathic lesion complex affects or 
effects visceral function it must be largely through 
its effect on the neuroendocrine synergism. 

I use the word “synergism” advisedly. For many 
years we have talked about sympathicotonic and 
parasympathicotonic states. It is my conclusion that 
these “states,” modified by certain biochemical, electro- 
chemical, and psychological factors, do not remain in 
static balance but are dynamic and fluctuating in order 
that the individual may respond in a relatively normal 
manner to his various stresses. When the organism 


loses its ability to respond or responds in an abnormal 
manner for its pattern, changes occur which initiate 
disease. 

It is a diagnostic challenge to be able to deter- 
mine the individual pattern, in order to recognize and 
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evaluate the variations. For example, it is generally 
accepted that tuberculosis is much more common in 
an individual whose parasympathetic nervous system 
is more susceptible to stimuli, by and large, than is 
his sympathicotonic counterpart. Despite the fact 
that infection due to the tubercle bacillus is virulent, 
the body reaction to this pathogen is low grade. Fever 
is generally low and the tuberculous individual js 
usually one who rarely runs a fever as a result of 
other infections. Certainly osteopathic manipulative 
therapy directed to this type of individual would differ 
from that given to a patient of an entirely different 
neuroendocrine make-up. 

When a diseased gallbladder is removed surygi- 
cally, it is too often believed that a “cure” has been 
effected. Actually nothing has been done except ‘he 
removal of some of the debris of a disease entity. 
Yet, how often do surgeons return the patient to the 
referring physician with the explanation that they 
have merely removed one of the target organs of 
disease and urge discovery of the true nature of the 
patient’s physiological aberrations ? 

What takes place in a large number of disease 
syndromes is analogous to what takes place on a rifle 
range. Because of its position in relationship to time 
and space, a given target is the object of the destructive 
force of any weapon aimed at it. When the target 
becomes so battered that it is no longer useful, it is 
repaired (if possible) or removed. However, as long 
as the weapon is discharging, missiles will continue 
on their way until another target is hit. In disease 
syndromes it is well to repair or remove the debris 
of destruction, but targets will be sought as long as 
the source of morbid stimuli exists and destruction 
will continue until such a time as the source is silenced 
or the stimulus interrupted. 

The allopathic school of medicine has mainly dedi- 
cated itself to the premise of repair, relieve, or remove, 
largely directed at the end results of disease processes. 
The mechanisms of abnormality can only be studied 
from a clear understanding of the normal. As stated by 
Dr. Still, “To find health should be the object of the 
doctor. Anyone can find disease.”® The complexity 
of this situation stems from the fact that the criteria 
of health differ from one individual to another and 
from time to time. Yet in spite of this, all of us react 
much the same to a wide variety of stresses. Selye’® 
in his recent masterful work describes well many of 
these mechanisms. 

The allopathic profession of today is critically 
characterized by stating that a large part of its practice 
is based on a detail man’s description of disease and 
therapy. It has often been said that allopathic therapy 
is a therapy of temporization. Yet we, who believe in 
the efficacy of osteopathic manipulative procedures, 
frequently do little more than apply routine manipula- 
tive technics. We come closer to grips with disease 
syndromes because we are attempting to normalize 
the receptor-effector mechanism of man. However, a 
mere haphazard correction of gross spinal lesions is 
not the whole answer. 

It is my opinion that there are many nonpalpable 
spinal lesions which are a source of much trouble. 
It has been my experience that careful mobilization 
and structural analysis in areas controlling body mech- 
anisms which are disturbed often bring beneficial 
results despite contradictory physical signs. A gross 
lesion evaluation and correction is not sufficient. “}*ind- 
ing it” is usually assumed to mean finding the lesion. 
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“Fixing it” presupposes knowledge of normal spinal 
mechanics. “Leaving it alone” suggests that the physi- 
cian knows when his work has aided the body and 
when further treatment becomes a burden. I believe 
that Still’s dictum was to study man as a single com- 
plex unit. The structural integrity of the body was a 
hitherto neglected part of that unit. Manipulative 
therapy was proposed by him as the most accessible 
link between the physician and his patient. 

As great as is Still’s contribution of osteopathic 
manipulative approach to man’s diseases, far greater 
is his philosophical approach to man himself. Manipu- 
lative therapy is nothing more than a technic of manual 
maneuvers. But, as Dr. Still*' said, it is the mind and 
hands that create an osteopathic physician. 


Much has been written and said about preserving 
the osteopathic concept. In connection with preserving, 
one is prone to think of something lifeless. The 
osteopathic concept, to the contrary, is the’ most dy- 
namic approach to disease yet proposed and it should 
be a part of every therapeutic procedure that we as 
osteopathic physicians apply to our patients. Whether 
or not drugs, surgery, diet, or any other modality are 
employed, the approach of the true osteopathic physi- 
cian differs from that of the average allopathic 
physician. 

An infectious disease combated by antibiotics fur- 
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nishes an excellent example. It is common knowledge 
that the injudicious use made of these substances 
creates pathogens resistant to the antibiotics more often 
than it creates organisms resistant to bacteria. The 
antibiotics decrease the ability of the bacterial patho- 
gens to multiply. The osteopathic physician, backed 
by a true insight into the depths of reasoning em- 
bodied in the osteopathic concept, realizes that one 
of the natural attempts of the body is to develop anti- 
gens and antibodies. Much of this ability is lost 
because of the improper timing and dosages of this 
antibiotic age which are developing new and more 
resistant forms of bacteria. When the final chapter 
is written, it will be found that the effective thera- 
peutic regime is the one directed at the receptor-effector 
mechanism, and not at the alleged etiologic agent alone. 

Therefore, the osteopathic concept is not a lifeless 
philosophy to preserve, but a dynamic and new ap- 
proach to the health problem of man. The depths of 
this concept have never been plumbed, but its develop- 
ment must become the mission of the osteopathic 
profession, for its future is the future of the healing 
arts. We have been given a noble and glorious “start 
in a philosophy that may be a guide to the future.”* 
This future is our destiny. It is the destiny of the 
osteopathic profession. 
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Hyperthyroidism, with Special Reference to the 
Thyrotoxic Heart* 


H. EARLE BEASLEY, D.O. 


The thyrotoxic heart holds a singular interest for 
the cardiologist in that this is one of the few reversible 
cardiopathies. This means that in the face of an ap- 
parently advanced degree of pathology produced by 
the long-standing toxic effects upon the myocardium, 
and even in the face of acute myocardial failure, it is 
not unusual to see a remarkable improvement, with a 
return to practically normal following the correction of 
thyroid dysfunction. 

The thyroid heart, however, occasionally presents 
a difficult problem in differentiation from such dis- 
orders as neurocirculatory asthenia, which may present 
a remarkable clinical similarity to mitral stenosis, 
wherein the frequency of the arrhythmias is well 
recognized. 

In the evaluation of these thyrotoxic cases it must 
be appreciated that the basal metabolic rate does not 
parallel the severity of the thyrotoxicosis. The levels 
are not usually as high in the adenomas of the gland 
with hyperfunction as they are in the exophthalmic 


“Presented at the Eastern Study Conference, American College of 
Osteopathic Internists, Philadelphia, March 30-April 1, 1949. 
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type. It is also a fact that thyrotoxicosis can and does 
occur, although rarely, in the face of normal basal 
metabolic rates. Some patients normally have a low 
basal metabolic rate and when hyperfunction of the 
gland enters the picture, the basal level may only tend 
to approximate normal levels. 

It must also be appreciated that thyrotoxic heart 
disease can be superimposed upon some other cardi- 
opathy. This is frequently unfortunate because the 
physician’s attention is usually centered upon the origi- 
nal etiologic agent and associated pathology to the 
extent that he may fail to recognize that myocardial 
failure is related to the superimposed thyrotoxicosis 
and not solely to the primary pathology. Elderly people 
are naturally more readily affected by a hyperactive 
thyroid because of the associated loss of myocardial 
reserve attending senescence, which in itself favors the 
development of heart failure and auricular fibrillation. 

Aside from the various pathologies which may 
induce or be associated with a hyperactive thyroid, 
thyrotoxicosis may be caused by overdosage with 
desiccated thyroid extract, in treatment of the hypo- 
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functional states. This fact should serve a warning 
that as a therapeutic agent thyroid extract must be 
used judiciously and under close observation and con- 
trol, a factor which is universally understood but fre- 
quently ignored through therapeutic enthusiasm. The 
sensitivity of reaction or response by each individual 
must be studied through laboratory and clinical control 
until a satisfactory metabolic balance is obtained. 

Obvious enlargement of the thyroid gland would 
certainly attract the physician’s attention. However, 
thyrotoxicosis may occur without apparent glandular 
enlargement or the enlargement may be substernal and 
discernible only by x-ray study. 


COLLOID GOITER 


In the simple colloid goiter, there is a diffuse, 
soft, even enlargement of the gland which practically 
never produces compression symptoms. Bruits and 
thrills may be demonstrated. This type of goiter occurs 
usually in young girls, living in the known goiter belt, 
wherein the quantitative iodine content of the drinking 
water is small. However, the frequency of these cases 
has diminished considerably since the public now quite 
universally uses iodized salt. Where the predisposition 
exists, small doses of iodine are frequently taken pro- 
phylactically. 

This type of goiter is characterized by distention 
of the gland by an increased colloid content. This 
distention may be such as to lead to degenerative 
changes with atrophy of the glandular substance. 
There are no characteristic symptoms, and the basal 
metabolism is usually normal to low. The blood iodine 
level is always low. 

Confusion may arise in the differential diagnosis 
of this condition from early exophthalmic goiter. The 
latter rarely exists, however, in the presence of a 
normal basal metabolism. When difficulty in differen- 
tial diagnosis exists, regular doses of the iodides may 
be given after running several daily consecutive meta- 
bolic studies to establish an average base line. If the 
iodine reduces this, exophthalmic goiter may be sus- 
pected. 

EXOPHTHALMIC GOITER 

The etiology of exophthalmic goiter is unknown ; 
however, it would appear that there exists a hereditary 
constitutional predisposition to this type of hyperthy- 
roid function. It has been suggested that stimulation 
of the sympathetic nervous system, possibly through 
the adrenals, may be a contributing factor. Long-stand- 
ing emotional stress and nervous tension, associated 
with physical fatigue, would also appear to be predis- 
posing factors. 

In this condition, as in colloid goiter, the thyroid 
is symmetrically enlarged. However, the enlargement 
is associated with marked hyperfunction. The eyeballs 
become prominent, and the facies resembles a fright- 
ened stare. Psychomotor overactivity and emotional 
instability are usually marked. A fine tremor of the 
outstretched hand, a gradual, persistent loss of weight, 
a moderate increase in blood pressure, and a marked 
increase in pulse pressure usually develop. The skin 
becomes moist and assumes a transparent salmon color, 
which is singularly characteristic. Palpitation with 
dynamic tachycardia, auricular fibrillation, and occa- 
sionally congestive heart failure, complicates the pic- 
ture, particularly in elderly patients, who manifest a 
greater effect of the overactive thyroid upon the heart. 
The circulation time is also decreased, which is a 
very useful differential point. 
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The pulse rate is between 100 and 200, with an 
average of about a 7 per cent increase in pulse rate 
associated with a 10 per cent increase in the basa! 
metabolic rate. An increased sedimentation rate js 
usually associated with a late, secondary, microcytic 
anemia. The blood cholesterol level is decreased some- 
what in proportion to the increase of the basal meta- 
bolic rate. There is usually an increase in the fasting 
blood sugar level, and the sugar tolerance curve tens 
to become abnormal. Along with the increased blow! 
iodine content, there is an increased serum phosphata.: 
level which has been suggested to be a valuable mea- 
urement of thyroid function. 


NODULAR ADENOMAS 

Although the nodular adenomas of the thyroi:! 
may not be associated with hyperactivity of the glay | 
at their onset, they should command the physician 
interest because transition into the toxic form is 
possibility. These diffuse nodular enlargements usual); 
occur in individuals past 30 years of age, producing 
an asymmetrical enlargement in the neck, which pre 
sents a cosmetic problem to the patient. There are fo 
constitutional symptoms associated with such a goiter, 
which is characterized by a connective tissue hyper 
plasia. 

Substernal extension may produce compression 
symptoms through displacement of the trachea laterally, 
which may be demonstrated on x-ray study. Cyanosis, 
cough, stridor, and paralysis of one of the recurrent 
laryngeal nerves may be associated symptoms, along 
with alteration of the voice. Pulsations and bruits 
may also be demonstrated on physical examination 
while the basal metabolic rate remains normal. 

Some confusion in diagnosis may arise in the 
presence of subcutaneous fat about the neck or through 
hypertrophy of the sternocleidomastoid. When nodular 
enlargement is rapid and associated with cervical aden- 
opathy, malignancy of the gland should be suspected. 

Surgical removal is the only therapy for nodular 
adenomas, except that in the presence of malignancy 
roentgenotherapy should be used, alone or in combina- 
tion. In the nontoxic form radiation is useless. 

The adenomatous type of goiter may become 
toxic, producing all symptoms of toxicity associated 
with the exophthalmic type except for protrusion of the 
eyeballs ; even this may occasionally occur. The basal 
metabolic rate is definitely elevated, but rarely as high 
as in the exophthalmic type. Iodine administration 
rarely produces much improvement in the toxic picture. 


THYROTOXIC HEART 

Hyperthyroidism should be suspected in any pa- 
tient manifesting a persistent tachycardia, intermittent 
and recurrent arrhythmia, or congestive heart failure 
of which the cause is unknown. The cardiac effect 
of the toxic thyroid is upon the myocardium which 
responds, as do other tissues of the body, by increased 
activity and irritability in the face of the increased 
body metabolism. Hyperthyroidism of long standing 
may result in marked hypertrophy of the heart muscle ; 
if left untreated it will lead eventually to failure with 
intercurrent arrhythmias. 

In no other type of heart disease are arrhythmias 
more common, and they may be all inclusive. A rather 
singular diagnostic test is based on the poor cardiac 
response to digitalis in the face of myocardial insu!- 
ficiency with auricular fibrillation. When the ventricu!ar 
rate cannot be slowed by digitalization, a hypertuic- 
tioning thyroid should always be suspected. 
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In recent years the medical management of the 
thyrotoxic heart has aroused interest because of the 
introduction of thiouracil and related substances. The 
first experimental use of thiouracil was in the better 
preparation of the patient for surgery, when it was 
found to reduce the incidence of thyroid crisis. How- 
ever, it occasionally produced unfortunate toxic side 
reactions. Drug fever and varied skin manifestations 
were frequently encountered, along with a disturbing 
depression of the blood-forming organs, the develop- 
ment of a progressive leukopenia and, occasionally, 
agranulocytosis. Close control of patients was neces- 
sary, for the first symptoms frequently developed 
several weeks after initial administration. Laboratory 
control is, therefore, vitally important when this ther- 
apy is used. 

Propylthiouracil has proved to be less toxic and 
better tolerated than thiouracil by the majority of 
patients, although it is less effective in its depressant 
effect upon the thyroid gland because of rapid elimina- 
tion. With the exception of a recurrent skin rash in 
one patient, I have seer no toxic effects in my clinical 
experience with this drug. 

It has been my practice to start patients on 200 
or 300 mg. daily in divided doses. Divisional dosage 
of propylthiouracil is essential because its effect lasts 
only a few hours. It has been rather uniformly effec- 
tive except in the toxic adenomatous type of lesion, 
in which surgery remains the treatment of choice. 


When satisfactory control can be obtained through 
propylthiouracil, its prolonged use occasionally eventu- 
ates in a permanent remission of the thyrotoxic state, 
after which much smaller doses may be utilized in 
maintaining a metabolic equilibrium. I can report 10 
per cent of clinical cures wherein the drug could be 
discontinued. 


Aside from its use for strictly medical control, 
propylthiouracil offers a more satisfactory means of 
preparation of patients for surgery. The reduction of 
the basal metabolic rate to normal before operation 
diminishes the surgical risk proportionately. This is 
more readily accomplished by propylthiouracil and 
related drugs than it was previously with the use of 
the iodides alone or with sedatives. 

Concomitantly, the postsurgical incidence of thyro- 
toxic crisis, which is similar to diabetic ketosis repre- 
senting a decompensating thyrotoxicosis, has been 
reduced. Only a small number of the cases treated, 
about 1.65 per cent, develop this complication. Of 
these 0.5 per cent are medically controlled and about 
1.1 per cent are postsurgical cases. Intercurrent infec- 
tion and lowered resistance through physical fatigue 
may be a contributing factor in the former, while 
rma seems to be the inaugurating influence in the 
atter. 

Symptoms are primarily associated with the ner- 
vous system, cardiovascular system, and hepatorenal 
complex. Those cases with high basal metabolic rate 
and marked toxicity seem to be singularly predisposed, 
and as suggested, poor preparation for surgery invites 
such a complication. Unfortunately, about 67 per cent 
of these cases are fatal. Propylthiouracil has reduced 
the incidence, but not the mortality. 

Patients in whom the medical control of thyro- 
toxicosis has proven singularly efficacious are those 
with some primary cardiopathy upon which the thyroid 
state has been superimposed. In many instances these 
cases are poor operative risks in the judgment of the 
internists and surgeon and the desirability of conserva- 
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tive management is agreed upon. All complicated coro- 
nary cases should be so considered. 

Through the use of the thiouracils, preoperative 
preparation of the patient takes place at home, supple- 
mented only by restricted activity. The time interval 
is variable, depending upon the individual reaction 
to the drug. The original basal metabolic rate is of 
little importance for in patients who react well, the fall 
is progressive and rapid and is frequently accompanied 
by an amazingly rapid loss of both subjective and 
objective symptoms of toxicity. 

After the basal metabolic rate has been reduced 
to a more normal and safer surgical level, final prepara- 
tion of the patient should include the use of the iodides 
for 10 days or more, inasmuch as propylthiouracil in- 
creases the vascularity and pliability of the gland, 
which in surgery presents an additional complication. 


_ This final preparation is best carried out in the hospital 


with adjunctive sedation with barbiturates. 


Another antithyroid drug, first used clinically in 
Europe and now produced in this country, is methyl- 
thiouracil, which may hold even greater advantages 
than the propyl derivative. 


At this point, reference to treatment by radioactive 
iodine is in order. For several years, in various sec- 
tions of the country where the activated element is 
available, clinical research has been carried out to 
determine its effectiveness. The two substances, P*, 
having a half life of 12 hours, and I'**, having a half 
life of 8 days, have been employed, individually and 
in combination. Reports are now piling up to offer 
some encouragement in the hope that a new and satis- 
factory method of control of some of the thyrotoxic 
states may be obtained by this medium. However, a 
long enough time has not elapsed since its initial appli- 
cation to determine percentage of improvement, length 
of absolute arrest, and freedom from malignant 
changes. Unfortunately, these agents have not proved 
too effective in the treatment of malignancy for which 
there was original hope for success. Again, they have 
not proved satisfactory in control of the nodular type 
of goiter complicated by hyperactivity of the gland. 
Surgery here still remains the best form of treatment. 

Perhaps the reason that osteopathic manipulative 
therapy has not proved comparatively as satisfactory 
in the control of these thyrotoxic states is that it is now 
the general consensus that the ultimate stimulus of 
the thyroid is chemical and not nervous. Stimulation 
of the pituitary gland, through innervation from the 
hypothalamus, results in the production of the thyro- 
tropic hormone, which in turn activates the thyroid 
substance chemically. Without altering this chain, 
sympathetic influence is of questionable value. 

Like hypertensive heart disease, thyrotoxic heart 
disease is secondary to primary systemic functional 
imbalance. The difference between the two, however, 
is that the latter may be reversible, providing too 
advanced myocardial changes have not occurred 
through neglect in treating the etiological agent. 

The first suggestive sign is a persistent tachy- 
cardia, with a pulse -rate of above 100 for the most 
part, even when the patient is asleep. This may be 
used as a differential point from the tachycardias 
occasionally associated with neurocirculatory asthenia 
and hysteria. During sleep the pulse rate in these con- 
ditions slows. 

As the pathology progresses because of neglect 
of adequate management of the thyrotoxicosis, the 
pulse rate increases slowly and frequent extrasystoles 
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may be noted. As already suggested, there is no other 
cardiopathy productive of more frequent and variable 
arrhythmias than the thyrotoxic heart. The occurrence 
of paroxysmal auricular fibrillation and tachycardia 
should certainly suggest the possibility of a thyrotoxic 
background and when congestive failure occurs without 
apparent cause, a hyperactive thyroid should be sus- 
pected. Likewise, when arrhythmias and the conges- 
tive phenomenon are not responsive to the usual specific 
measures, suspicion of a toxic thyroid should be 
aroused. 

On fluoroscopic examination, the ventricles will 
show a hyperirritability in contraction with what may 
be termed a dynamic cardiac action. Hypertrophy of 
the myocardium, with enlargement demonstrable on 
physical examination or by x-ray studies, occurs slowly. 
It is not until late in a thyrotoxic state which has been 
poorly managed that such a condition is found. 

On auscultation the myocardial sounds are usually 
loud and show an accentuation of the first sound at 
the apex. Murmurs rarely enter the picture unless 
the thyrotoxic state is superimposed upon some other 
organic cardiopathy, or they may be be explained on a 
functional basis. Palpation over the apex may elicit a 
shock but not until late in the course of the disease do 
we get the characteristic precordial thrust pathog- 
nomonic of left ventricular hypertrophy. 

These functional aberrations are usually remark- 
ably brought under control by propylthiouracil, alone 
or in combination with the iodides. The pulse rate 
is seen to slow to more normal levels in direct propor- 
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tion to the reduction of the basal metabolic rate. Ther: 
is a corresponding increase in the blood cholester«| 
level. The loss of subjective and objective symptoms j< 
occasionally very rapid. 


Despite a rather long-standing thyrotoxicosis wii!) 
the production of myocardial strain, demonstrable | 
electrocardiography, the heart usually withstands su: 
gery well. After a reasonable period under medic! 
control, during which it is determined that satisfactor, 
management of the thyrotoxic state can not be obtain | 
by conservative means, surgery should be consider‘. 

Complications of surgery must be watched fur 
by the physician, for inadequate removal of the thyroid 
substance may permit recurrence of the thyrotoxic 
state. I have seen this happen three times in the same 
patient following surgery. Thyroid crisis rarely occurs 
if adequate preoperative preparation of the patient }\.s 
been obtained. 


CONCLUSION 


In conclusion, it can be said that marked recent 
advance in understanding and management of the thy- 
rotoxic state has accompanied the development of 
thiouracil and its derivatives. The problem has changed 
from essentially a surgical one to largely a medical one. 
The possibility of complete medical management may 
shortly prove to be an actuality. However, at present 
surgery still holds a definite place in the treatment of 
some of these conditions, particularly the toxic nodular 
type of goiter. 
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In an attempt to make surgeons and anesthetists more 
aware of the dangers accompanying spinal anesthesia, Foster 
Kennedy, M.D., and his coworkers review the literature and 
report on 12 specific cases of grave paralyses following the 
use of spinal anesthetics in the October, 1950, issue of Surgery, 
Gynecology and Obstetrics. 

In reviewing the literature pro and con, the authors 
point out that since “controllable” spinal anesthesia was intro- 
duced in 1928, there has been a tendency for many surgeons 
to use it routinely without due regard for either the patient 
or the nature of the operation. Many outstanding authorities 
deny that complications arise from the use of spinal anes- 
thetics providing they are administered properly. On the other 
hand the authors have accumulated considerable data indi- 
cating varying degrees of paralyses which have resulted from 
spinal anesthesia. 

Because spinal cord symptoms usually do not occur until 
a considerable time after the patient has been discharged from 
surgical care, they are frequently not recognized as being 
associated with spinal anesthesia. However, the authors con- 
tend that such symptoms as numbness below the waist, leg 
weakness, sensory disturbance, dizziness, pain in the extremities, 
difficulty of micturition and defecation, and impotency occur- 
ring in individuals who have undergone surgery under spinal 


THE GRAVE SPINAL CORD PARALYSES CAUSED BY 
SPINAL ANESTHESIA 


anesthesia are directly attributable to the anesthetic. Various 
writers have reported aseptic, purulent, and chronic adhesive 
meningitis; cerebral injuries; convulsive disorders: enceplia- 
litis, cranial nerve (with the exception of the first, ninth, 
tenth, and eleventh) involvement; cord involvement; and 


cauda equina syndrome as among the complications of spinal 
anesthesia. 


Investigations have shown that neurological complications 
of the spinal cord are most marked near the site of injection 
because it is there that the membrane and nerves are in 
contact with the full concentration of the anesthetic drug. 
The sequelae are seldom due to direct injury, however, since 
they do not occur following lumbar puncture. 


Spinal anesthesia is particularly contraindicated for pa- 
tients with pre-existing disease of the central nervous system. 
Caution should also be exercised in giving spinal anest!itics 
to pregnant women and elderly hypertensive patients with 
arteriosclerotic vessels. The advantages of spinal anestiicsia 
as a relaxant of the abdominal musculature are well known. 
However, the dangers of this type of anesthetic are e\ally 
apparent and the authors recommend that spinal anes!) «sia 
be rigidly reserved for those patients who are not al to 
receive a local or general anesthetic. 
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Mephenesin as a Topical Anesthetic for Gastroscopy* 


J. MILTON ZIMMERMAN, D.O. 


The current methods and agents utilized in pro- 
ducing topical anesthesia for gastroscopic examination 
have not been entirely satisfactory. The standard 
methods of preparation have always presented the 
possibility of serious toxic reaction in addition to being 
time consuming. Utilization of other agents seemingly 
caused much subjective discomfort, described as a 
severe burning sensation of the oral mucosa. With the 
foregoing in mind, I evolved the following criteria for 
the ideal topical agent: 

. Ease of application 

. Absence of toxic reactions ‘ 

. Acceptability of taste 

. Production of adequate degree of anesthesia 

. Minimal postgastroscopic reactions, i.e., early 
return of deglutition, minimal pharyngeal and/or 
esophageal discomfort. 

Mephenesin* seemingly fulfills the requirements. 
Holding a tablet of mephenesin in the mouth was 
found to produce striking numbness of the tongue 
and oral mucosa. This drug, for a number of years, 
has been used as a muscle relaxant and a depressant 
of reflex excitability of nerve centers. Published re- 
ports? show that mephenesin is rapidly destroyed in 
the body, which, for some purposes, represents a 
hindrance to its use, especially when large doses are 
required for general action. However, this rapid inac- 
tivation does not seriously interfere with its use in 
gastroscopic procedures and is, in part, responsible for 
its very low toxicity. 

For successful and easy passage of the gastro- 
scope and for added patient comfort, abolishment of 
the gag reflex is desirable. Either Pontocaine or co- 
caine is usually employed, although recently various of 
the antihistaminics have been used.** Despite prior ad- 
ministration of the barbiturates, atropine, and Demerol, 
toxic reactions have occurred from the use of Ponto- 
caine or cocaine. In my experience with the antihista- 
minics I have found that patients complain of extreme 
burning discomfort of the oral mucosa. Postgastro- 
scopically, I found the patients prepared with any of 
the aforementioned agents complained of pharyngeal 
and esophageal soreness. In most instances deglutition 
returned slowly. 


METHOD OF PREPARATION 


Patients are prepared as follows for gastroscopic 
examination: The night before examination the patient 
receives, at bedtime, a barbiturate with atropine, 1/150 
grains. This dose is repeated 30 minutes before gastro- 
scopic examination. Fifteen minutes after the patient 
receives the barbiturate and atropine, Demerol, 100 
mg., with ascorbic acid, 500 mg., in the same syringe 
is administered intramuscularly. Next the patient is 
taken to the gastroscopic room where he is required 
to gargle 10 cc. of a 2 per cent solution of mephenesin 
for 5 minutes. A portion of the 10 cc. of solution may 
be swallowed ; in many instances, the entire amount has 
been swallowed without harmful effects. 

In my early experience with mephenesin as an 
anesthetic agent, it was used as a spray and with appli- 

“Supplied by Organon, Inc., as Oranixon. Mephenesin has been 


employed widely in Great Britain where it is known by the trade 
name of Myanesin. 
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cators, but as time passed and observations were made, 
these extra procedures were found to be unnecessary. 
The gag reflex and sensitivity of the pharynx are 
abolished by gargling alone. 


RESULTS 


To date I have employed this procedure in 65 
cases with satisfactory results in all except two, where 
difficulties arose because the patients could not gargle. 
Application by spray and swab was utilized in these 
instances. Deglutition returned in a period of from 
10 to 40 minutes from the beginning of gargling, the 
average time being 20 minutes. The duration of numb- 
ness has always been of sufficient duration, and in 
two instances esophagoscopy was followed by gastro- 
scopy without untoward incident. If necessary an 
additional 10 cc. of the mephenesin solution can be 
administered safely. 


It is noteworthy that with mephenesin as the re- 
laxant topical anesthetic complaints of soreness in the 
pharynx have been practically nonexistent. With the 
methods and agents formerly employed for topical 
anesthesia for gastroscopy, it was quite common for 
the patient to complain of marked soreness of the 
pharynx for from 3 to 24 hours postgastroscopically, 
which necessitated recourse in most instances to the 
analgesic gums or throat lozenges. 


Three of the patients in this series have been 
subjected to gastroscopy with both methods of topical 
anesthesia, that is, with Pontocaine or cocaine and with 
mephenesin. They expressed the opinion that the 
latter method was a great improvement because of 
the simplicity of administration and the absence of 
the postgastroscopic pharyngeal discomfort. 

In this series of cases there has been no evidence 
of toxic reaction to mephenesin. The solution is com- 
pletely acceptable to the patient, being practically taste- 
less. It is of interest to note that most patients were 
able to eat ad libitum following examination. The 
freedom from unpleasant and toxic effects has also 
been a great source of satisfaction. 


In conclusion, I wish to mention that upon stand- 
ing, mephenesin solution tends to crystallize; these 
crystals are readily soluble when the solution is placed 
in a boiling water bath. 


SUMMARY 


1. Criteria for an ideal topical anesthesia were 
listed. 

2. An original method for topical anesthesia in 
gastroscopy utilizing 2 per cent solution of mephenesin 
was presented. 

3. Results were reported which show that mephe- 
nesin and the method of administration have proved 
rene in the 65 cases in which they have been used to 

ate. 
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Dysfunctional Uterine Bleeding 


INTRODUCTION 

Abnormal uterine bleeding is among the most com- 
mon of gynecologic complaints. Approximately 20 to 
30 per cent of patients presenting this problem do not 
have any demonstrable organic disease, local pathologic 
condition, or gestational .process to account for the 
bleeding, hence the application of the term dysfune- 
tional uterine bleeding. It may occur at any interval of 
life between the menarche and the well-established 
menopause, but is most frequently encountered at the 
beginning and at the end of the reproductive phase. 
It is at these two periods of life that the anterior 
pituitary luteotropic hormone is most likely to be par- 
tially or totally deficient. 


CLASSIFICATION 

Dysfunctional uterine bleeding may be classified 
according to the age at which it occurs: 

1. Adolescent 

2. Adult 

3. Premenopausal. 

A further classification is that which relates the 
abnormal bleeding to the ovulation cycle: 

1. Premenstrual hemorrhage 

2. Continuous bleeding after a normal cycle 

3. Hemorrhage following amenorrhea 

4. Nonperiodic interval hemorrhage. 


ENDOCRINE-UTERINE RELATIONSHIP 

Before considering the etiology of dysfunctional 
bleeding it may be well to review briefly endocrine- 
uterine relationship. 

The propagating function of the ovary commences 
usually between the ages of 12 and 14. Much evidence 
is available to indicate that actual ovarian function in 
the form of hormonal influence is present in the child. 
However, the first outward sign of actual cyclic func- 
tion is the menstrual hemorrhage. 

During the reproductive years of life the basophilic 
cells of the anterior lobe of the pituitary secrete the 
gonadotropic hormones FSH (follicular stimulating 
hormone) and LH (luteinizing hormone). The follicu- 
lar stimulating hormone, as its name implies, stimulates 
or initiates follicular ripening and incites the granulosa 
cells of the ovary to produce alpha estradiol which, in 
turn, causes growth and proliferation of the uterine 
mucosa and the ductal system of the mammary glands. 
The graafian follicle under the influence of the follicu- 
lar stimulating hormone continues to enlarge until, at 
approximately between the twelfth and the fourteenth 
days of the cycle, it ruptures and the ovum is extruded. 
Simultaneous action of a minute amount of the luteiniz- 
ing principle is also required to produce complete 
follicular development. 

Ovulation stimulates the anterior pituitary to se- 
crete in larger quantity its second gonadotropic princi- 
ple, the luteinizing hormone, which transforms the col- 
lapsed follicle into a corpus luteum. Progesterone is then 
secreted by the corpus luteum, but the secretion of 
estrogen (alpha estradiol) begun by the theca and 
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granulosa cells also continues. This combination of 
estrogen and progesterone is responsible for the endu- 
metrial and myometrial changes which favor gestatio ). 
When fertilization does not ensue the ovum degenerat: ; 
and the progestational endometrium undergoes regr: .- 
sion, with resulting menstruation. If a pregnancy :.- 
sults, then the chorionic tissue of the blastocyst suppl: 
hormones which maintain the activity of the corp: 
luteum. 


Physiologic hemostasis, the normal mechanism {, 
checking the duration of menstrual flow, results fro: 
the sudden increase in secretion of estradiol during 1 
close of the ovarian cycle. The increased level 
estrogen, by initiating the growth of new endometrial 
vessels, halts the uterine bleeding. 

The series of events comprising the ovarian cycle 
require approximately 28 days, but such regularity is 
rare. Systemic alterations are of influence. Slight 
deviations of 1 to 4 days are, indeed, common in nor- 
mal women. Also, apparently, other than 28 day cycles 
may occur regularly, e.g., 18 to 45 days. 


4 


moo 


ETIOLOGY 


From the foregoing discussion of the basic physi- 
ology of normal menstruation, it is apparent that func- 
tional disturbance may arise in many spheres ranging 
from interference with proper function of, or alteration 
in, balance of the anterior pituitary and the ovary to 
uterine dysfunction (Fig. 1). One should always keep 
in mind, however, that the stimulus for menstruation 
resides within the uterus itself. This is borne out by 
the fact that during observation of two endometrial 
transplants to the anterior chamber of the eye in the 
macaque one may menstruate while the other does not.’ 

Often it is impossible to locate the causative factor 
in dysfunctional bleeding and, until more is determined 
of the actual and detailed mechanism of menstruation, 
the cause in many cases will remain unknown. All too 
frequently it is impossible to correct the underlying 
malfunction despite the fact that an exact diagnosis 
has been reached. 

1. Dysfunctional Uterine Bleeding During Ado- 
lescence—The appearance of the first episode of 
uterine bleeding does not necessarily mean that a 
complete ovarian cycle has been established. The initial 
period and many irregular episodes that follow are not 
associated with ovulation. As a rule there are, at first, 
only irregular periods of bleeding with episodes ot 
amenorrhea. At times the flow may be continuous. 
A normal menstrual pattern and capability of repro- 
duction are not attained until the required level of 
secretion of the luteinizing hormone from the anterior 
pituitary is reached and the ovum is sufficiently 
matured. 

The same basic underlying principle applies to 
dysfunctional bleeding during adolescence, the repro- 
ductive years, and at the period of the climacteric. [he 
accepted theory is that, at puberty, the follicular stimu- 
lating hormone from the anterior pituitary causes 4 
persistence of the graafian follicles. Since the lutei12- 
ing hormone is deficient, the graafian follicles cont ue 
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to grow and either become atresic or produce follicular 
cysts. These may continue to develop in size and to 
secrete estradiol so long as the intracystic pressure does 
not cause atrophy of the granulosa cells. When the 
es.\rogenic level rises-above its normal peak there is 
inlirect depression of the basophilic cells of the 
anterior pituitary which causes a decrease in the secre- 
tion of the follicular principle. This, in turn, results in 
a lowering of the estradiol and the thickened, edema- 
tous endometrium sloughs. In summary, the effect of 
the fluctuation in estrogenic levels on the secretion by 
th anterior pituitary of follicular stimulating hormone 
results in anovulatory cycles and their usual termina- 
tion, uterine bleeding. 

2. Dysfunctional Uterine Bleeding in the Adult.— 
Dysfunctional uterine bleeding in women of childbear- 
ing age is less common than in either the adolescent 
or premenopausal ages. It is fairly well agreed that 
the underlying physiology does not differ from that 
observed at other periods of life. Indeed, most cases 
in the adult represent continuations of those which 
originated during adolescence. With few exceptions, 
the dysfunctional uterine bleeding occurs in the pres- 
ence of endometrial hyperplasia. The mechanism is 
usually the same: increase in the follicle hormone and 
absence or deficiency of the corpus luteum with result- 
ing growth of the endometrium. In a few instances, 
however, a normal secretory endometrium may be 
demonstrated. This represents what is commonly 
termed endometrial shedding, the basis of which is 
undoubtedly a disturbance in endocrine-uterine rela- 
tionship; the exact nature of the disturbance is difficult 
to ascertain. Watson? expresses the belief that the 
condition is a result of a persistent corpus luteum. He 
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probably comes closest to the correct answer in stating, 
“Healing occurs less readily in an endometrium which 
is maintained by progestin than it does where oestrin 
is the stimulating hormone, hence the bleeding period 
is liable to be prolonged or continuous.” 

This viewpoint is substantiated by the fact that 
patients with this condition excrete pregnandiol glu- 
curonidate during various stages of the menstrual cycle, 
including the bleeding phase.* 

3. Dysfunctional Uterine Bleeding During the 
Climacteric Y ears.—Dysfunctional bleeding during the 
climacteric years is a far more serious problem than it 
is during either the adolescent or the childbearing ages, 
for excessive bleeding may be an indication of a malig- 
nant growth in the uterus. 

The mechanism of uterine hemorrhage during the 
menopausal years is similar to that in adolescence, but 
the physiologic changes are in reverse. As the gonads 
become increasingly refractive to stimulation from the 
pituitary, the blood vessels of the uterus shrink and 
show a varying degree of arteriosclerosis. All too 
often a sclerotic vessel will rupture with resulting 
hemorrhage. Fortunately at this stage of life the 
action of estradiol tends to be self-limited. 

4. Emotional Factors——Anxiety, fear, emotional 
stress and fatigue are all known to have an important 
influence upon the ovarian cycle and menstruation. The 
role of psychic influence on menstruation is not com- 
pletely understood. We receive some insight of the 
underlying physiology from Markee.‘ Observing the 
arrest of bleeding in endometrial transplants during 
the secretory phase of menstruation, he stated, “Fright 
at this stage causes, within fifteen to twenty-five sec- 
onds, reopening of the arteriole which, for five to 
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Fig. 1. Schematic representation of possible factors involved in production of dysfunctional uterine bleeding. 
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fifteen seconds, delivers blood that promptly clots.” 

5. Thyroid Irregularities—The relationship be- 
tween hypothyroidism and menstrual irregularities has 
been well established. Opinion is divided as to the 
actual modus operandi. However, it is fairly well 
agreed that the thyroid may influence the ovary pri- 
marily, or its influence may be secondary through the 
anterior pituitary. The resulting menstrual alteration 
may be the same in either case, though the related 
symptomatology may present a different clinical picture. 

6. Metabolic Factors——Laboratory research with 
experimental animals coupled with extensive clinical 
studies have, in recent years, shown the intimate rela- 
tionship between nutritional and metabolic disturbances 
and menstrual irregularities. Whether such irregulari- 
ties are the result of an actual deficiency in energy 
intake or of some specific nutrient factor has not been 
fully determined. 

Much attention has been focused in recent months 
on the role of the liver in menstrual irregularities. That 
normal hepatic function plays an essential role in the 
metabolism of estrogens is certain. The Biskinds** and 
the Segaloffs’ claim that thiamin deficiencies interfere 
with the degradation mechanism of the liver, whereas 
Gyorgy® has shown that a pathologic condition of the 
liver caused by a low intake of protein will also result 
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in the same phenomena. More recently, Jailer® has 
demonstrated that it is not a thiamin deficiency but 
rather the concomitant effect of inanition which im 
pairs estradiol inactivation by the degradation mechan 
ism of the liver. 

It would seem likely that a combination of several! 
factors are involved in causing the liver to lose it 
ability to inactivate the follicular hormone. A relative 
or prolonged hyperestrinemia resulting from fault, 
hepatic function, although it may be mild, will eventu 
ally result in excessive uterine bleeding in one for 
or another. 

DIAGNOSIS 

The diagnosis of dysfunctional uterine bleedin, 
depends on the exclusion of organic disease. Often 
is relatively simple to determine the underlying caus: ; 
not infrequently clinical acuity fails despite detaile:| 
and extensive diagnostic work. Only after a caref:! 
correlation of the symptoms, the observations at both 
general examination and a thorough gynecologic su:- 
vey, and the laboratory studies can a reasonably accuraic 
diagnosis be reached. The necessity of repeated caref 1)! 
bimanual examination at different periods during the 
ovulation cycle cannot be overstressed. Pathologic 
lesions which were not evident at the time of the initial 
examination may often be discovered. 
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Fig. 2. Graph showing basal body temperature, recorded on Temperature Recor Chart supplied by Ortho Pharmaceutical 
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Fig. 3. Graph showing results of vitamin C tolerance test in patient whose basal body temperature is shown in Figure 2. | he 
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In the adolescent girl with an intact hymen a rectal 
examination of the pelvic organs will usually suffice. 


1. Determination of Ovulation.— 


Basal Body Temperature: A record of the basal 
body temperature is an important diagnostic measure 
in the determination of anovular menstruation as well 
as a means of accurately recording the bleeding periods 
and evaluating the result of medication. Although there 
is divided opinion as to the significance of the basal 
body temperature, it remains the most practical method 
available of determining the time of ovulation. 

The body temperature tends to fluctuate at a low 
level during the follicular phase of the ovarian cycle. 
Just before ovulation there is a sudden decrease fol- 
lowed by a rather precipitous rise. The temperature 
remains at a high level during the activity of the corpus 
luteum, but decreases with regression of activity of 
the corpus luteum, approximately 24 to 36 hours 
previous to the onset of the next menses. Most investi- 
gators place the time of ovulation immediately before 
the rise. 

Vitamin C Tolerance Test: The vitamin C test 
for ovulation devised by Pillay*® in 1940 is a simple, 
practical procedure for the determination of ovulation 
that, when used as a corroborative guide along with a 
record of the basal body temperature, makes endome- 
trial biopsy or assay of the urine unnecessary in my 
opinion. Relatively little space has been given in the 
literature to this test: Only two articles concerning it 
have been published in this country. 

The principle of the test is as follows: When 
ascorbic acid is administered, the portion in excess of 
individual physiologic requirement is excreted in the 
urine. The amount of excretion fluctuates from day 
to day, being lowest in the midmenstrual period. This 
level, when compared with the record of the basal 
body temperature and endometrial biopsy, coincides 
rather accurately with the time of ovulation (Figs. 2 
and 3). 

The procedure is simple, and may be carried out 
by an office assistant or nurse: (1) The patient is 
given 200 mg. of ascorbic acid daily. (2) Urine is 
voided and collected in the usual manner at the clinic 
or the doctor’s office from 3 to § hours after ingestion. 
(3) The freshly voided urine (not more than 4 min- 
utes after voiding) is placed in a buret and titrated 
rapidly into 5 cc. of a solution of dye consisting of 1 
tablet of dichlor-phenol-indophenol dissolved in 50 cc. 
of chlorine-free water. (4) The quantity of urine in 
cubic centimeters required to discolorize the dye is 
charted. 

For practical purposes the test may be started at 
approximately the seventh day of the cycle and con- 
tinued until the twenty-fifth day. To offset dietetic 
variation it is advisable that the test be done at the 
same period each day. Salicylate derivatives and endo- 
crines should not be given during the period of the test. 

2. Endometrial Curettage and Biopsy.—Endome- 
trial curettage is an important diagnostic procedure 
especially during the climacteric years, since excessive 
uterine bleeding at this time may be indicative of a 
malignant process. This possible diagnosis must be 
excluded by accurate histologic interpretation and not 
by supposition. Microscopic examination of curettings 
provides the only dependable picture of endometrial 
processes. 

The curettage should be performed just prior to 
or during the first or second day of the menses in 
order to be of the greatest diagnostic value. A speci- 
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men taken during a prolonged bleeding episode will 
also provide much essential information. 


If the patient is less than 35 years of age, office 
application of the suction biopsy curet provides a 
simple and efficient diagnostic procedure. In the cli- 
macteric patient, in whom the possibility of a malignant 
lesion must be ruled out, dilatation and curettement are 
indicated. The diagnostic information supplied by a 
complete curettement far surpasses that obtained by 
the suction curet. Endometrial biopsies are seldom re- 
quired in the patient under 30 years of age. 

3. Vaginal Smear.—A vaginal smear should be 
taken from all patients. The test devised by Mack" 
for determination of the vaginal glycogen index is a 
simple and rapid technic that provides a qualitative 
measurement of ovarian follicular function and also 
serves as an index of response to estrogenic therapy. 
The test is based on the specific color reaction of intra- 
cellular glycogen to iodine vapor. 

Smears are obtained by lightly twirling a mois- 
tened cotton applicator against the vaginal wall and 
then rolling the applicator over a glass slide. The slide, 
smeared side downward, is placed over a petri or other 
shallow dish containing a small amount of freshly 
poured Lugol’s solution. The slide is stained within 
three minutes by the rising vapor. 

Although microscopic examination is often de- 
sirable, it has been our practice at the Clinic? to depend 
to a large extent upon macroscopic appearance. Four 
microscopic grades are recognized: Grade 1—complete 
glycopenia, to Grade 4—maximal estrogenic effect, 
characterized by the presence of large numbers of 
large, flat, deeply stained, brown, iodophilic cells 
(Tables I and IT). 


TABLE I—VAGINAL SMEAR (MACK) ON PATIENT 
RECEIVING TESTOSTERONE PROPIONATE THERAPY 


Testosterone Vaginal Smear (Mack) 


Previous to thera y 
Two days after rs mg. testosterone 
_ propionate in oil 

Five days after initiation of 
therapy—menorrhagia under 
control 

After 10 days of therapy—25 mg. 
testosterone twice 
weekly (total 75 mg. administered) 

After 1 month 


Grade 4 


TABLE II—VAGINAL SMEAR (MACK) ON SAME PATIENT 
RECEIVING COMBINED AND 


Estrogen and Progesterone 


First day Grade 2 
Three days after therapy started = 
After 1 month—normal cycle established a 


4. Basal Metabolic Rate.—A basal metabolic rate 
should be obtained in all cases. All too often either 
this simple procedure is overlooked or the possibility 
of an abnormal rate is ruled out by supposition alone. 

5. Hormone Assays of the Urine —Assays of uri- 
nary hormones provide a wealth of information. Un- 
fortunately the expense of procedure and the time 
involved make it impractical. The patient who can 
afford urinary hormone assays may have confirmation 
and a more precise etiologic diagnosis. In the case of 
intractable or multirecurrent dysfunctional menorrha- 
gia, the factor of cost should yield to the need for 
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physiologic understanding. Urinary assays of estro- 
gens, pregnandiol, androgens, and 17-ketosteroids are 
easily performed by most laboratories. Assays of the 
gonadotropins are more complicated and do not reveal 
as much useful information because of the sensitivity 
of present methods of testing. 

TREATMENT 

The management of dysfunctional uterine bleeding 
depends to a large extent upon the age of the patient. 
During adolescence and in the reproductive years the 
physician should attempt to obtain relief from the con- 
dition by employing only those therapeutic procedures 
that will not jeopardize the maternal aspirations of the 
patient. During the premenopausal or menopausal pe- 
riod, however, one would not hesitate to recommend 
surgery if required. In this group attempt is not made 
to stimulate ovarian action. The important objective, 
in any case, is to control the bleeding and the accom- 
panying anemia. In all cases it has been our aim to 
choose the conservative approach. 

1. General Measures——A regime which includes 
proper balance between rest and exercise, a diet rich 
in protein and vitamins, and correction of poor body 
mechanics plays an essential role in the treatment of 
dysfunctional uterine bleeding. The correction of 
psychic disturbances frequently provides gratifying re- 
sults. Emergency measures such as uterine packing 
and blood transfusion are seldom required. 

2. Thyroid.—The empiric use of desiccated thy- 
roid in the treatment of dysfunctional bleeding is wide- 
spread. Although thyroid is of greatest therapeutic 
value in the patient with clinical evidence of hypothy- 
roidism, the effectiveness of its administration, at times, 
in the normal and borderline cases in which the ra- 
tionale for its use has not been established cannot be 
overlooked. The therapeutic results, state Mazer and 
Israel,"? “. . . obtained with cautious use of thyroid 
extract, especially in menorrhagia, are so good as to 
suggest the advisability of administering the drug to 
such patients even when the basal metabolic rate is not 
particularly low.” Nevertheless, the empirical applica- 
tion of thyroid is not without danger.** 

In general, it is recommended that 1 grain of 
thyroid extract be given for each minus 10 points of 
the basal metabolic rate. In each instance the final 
guide is dependent on the feeling and on the pulse 
of the patient. 

3. Vitamin B.—A trial of vitamin B complex 
may be worth while in cases of dysfunctional uterine 
bleeding if a deficiency of this principle can be estab- 
lished. Either oral and/or parenteral routes may be 
employed. Although the duration of treatment has not 
been established, large doses over an indefinite period 
are usually necessary. It has been our practice at 
the Clinic to employ vitamin B complex in all cases of 
dysfunctional uterine bleeding. 

4. Moccasin Snake Venom.—The subcutaneous 
administration of moccasin snake venom (1 :3000 dilu- 
tion) following preliminary hyposensitization, has been 
recommended in the treatment of dysfunctional uterine 
bleeding. Its action is to lessen capillary permeability. 
Daily doses start with 0.5 cc. and increase to 1.0 ce. by 
the third day. If bleeding is profuse, 1.0 cc. is given 
twice daily until the bleeding is controlled. 

An analysis of clinical reports does not, in my 
opinion, justify its use. Moccasin venom has not been 
employed at the Clinic. 

5. Ecbolics—Ergot preparations and pituitrin or 
its oxytocie fraction, Pitocin, have proved of limited 
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value in the treatment of dysfunctional uterine bleed- 
ing. The mechanism of their action is contraction of 
the uterus by compressing the deeper circulation. This 
diminishes the volume of blood flow through the uterus 
and thus the amount of blood loss. -Ecbolics are indi- 
cated only in those cases in which bleeding is due to 
a lack of uterine tone. In other types of dysfunctional 
bleeding, where there is no disturbance in the myo- 
metrium or its blood vessels, their employment is mot 
rational. 

6. Androgens.—The androgens occupy an esse1- 
tial place in the treatment of dysfunctional bleeding. 
Our experience with them has been most gratifying. 

The mechanism is probably a depression of pitii- 
tary activity and a subsequent depression of ovariin 
activity with resulting atrophy of the endometrium aid 
its vascular bed. The limitations of androgen therapy 
include the embarrassing side effects of hirsutics, 
hoarseness, clitoral enlargement, atrophic vagini':s, 
rapid gain in weight, increased libido, and acne \ \\l- 
garis. Furthermore, permanency of good effects often 
is lacking. 

By combining the hemostatic effect of testosterone 
with the physiologic effects of estrogen and proges- 
terone by either the Zondek or the Kaufman method, 
these limitations are overcome. If the flow is profuse, 
25 mg. of an aqueous preparation of testosterone ac- 
ministered every day for three or four doses will 
usually control the bleeding. In moderate cases we 
have found that 25 mg. of testosterone propionate 
in oil administered twice a week throughout the cycle 
will usually alleviate the syndrome. Since the hormone 
in oil is slowly absorbed, two injections per week 
provide a continuous and adequate level of the hormone 
in the blood. At this dosage we have encountered 
relatively few discernible ill effects. 

As a precaution it is advised that repeated vaginal 
smears be examined during the course of the adminis- 
tration of testosterone. Regressive changes in the vagi- 
nal mucosa (glycopenia, epithelial depletion, etc.) 
will generally precede the development of masculiniza- 
tion and thereby serve as a warning. Examinations of 
vaginal smears in one patient to whom testosterone and, 
later, estrogen and progesterone were administered are 
given in Tables I and II. 


Methyl testosterone, the oral active form of testos- 
terone, is equally effective, but requires a much larger 
dose. About 15 to 20 mg. daily will produce the same 
clinical effects as the dose of the testosterone propion- 
ate in oil just discussed. However, it is excreted 
rapidly and is expensive. 

Recently we have had excellent results from the 
administration of buccal tablets of testosterone. By 
virtue of their specially designed base, these tablets 
utilize the pathway of the oral mucous membrane to the 
systemic circulation thereby eliminating the portal cir- 
culation and the liver where inactivation takes place. 

7. Progesterone.—The corpus luteum hormone oc- 
cupies a logical position in the treatment of dysfunc- 
tional bleeding characterized by the absence of ovula- 
tion and a proliferative endometrium. The rationale 
for its use is based on evidence that it counteracts 
hyperestrogenemia. 

Report of clinical results with progesterone di fer 
widely. Mazer and Israel,’? Hamblen*™?* and kar- 
naky*® report that progesterone not only fails to con- 
trol but will aggravate dysfunctional bleeding and even 
cause bleeding to appear prematurely in normal won.en. 
On the other hand, Ryan" and Greenblatt and Kupper- 
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man" have reported excellent clinical results. Our ex- 
perience with progesterone has been confined to a 
relatively small proportion of cases in which testos- 
terone, the therapy of choice, proved unsatisfactory. 

Hemostasis is produced, in most instances, by 
the intramuscular injection of 25 mg. of progesterone 
while the oral administration of Pranone (anhydrohy- 
droxy-progesterone—Schering) will usually control 
bleeding within 2 to 5 days. 

Withdrawal bleeding may follow the cessation of 
»rogesterone therapy. In a few instances bleeding may 
sontinue throughout the course of therapy. Occasion- 
ally the withdrawal bleeding may be greater than that 
which occurred prior to treatment. Physiologically, the 
bleeding is similar in course and in shedding of endo- 
metrium to the bleeding of normal menstruation. 

8. Gonadotropic Hormones.—Our experience with 
the gonadotropic hormones in the treatment of dysfunc- 
tional bleeding has, as a general rule, proved disap- 
pointing. Equine gonadotropin (from pregnant mares’ 
serum) will produce follicular maturation, ovulation, 
and formation of the corpus luteum in the intact and 
hypophysectomized animal. Its value in the human 
is extremely doubtful. Geist,* after a careful analysis 
of 91 cases, stated he has never observed ovulation to 
result from its use. 


Chorionic gonadotropin (also known as APL, 
pregnancy urine extract) will produce ovulation and 
corpus luteum formation in laboratory animals; how- 
ever, there is no proof that it stimulates the human 
ovary. In several instances it has been known to pro- 
duce formation of atresic follicles with resulting 
ovarian damage. 


9. Estrogen.—The employment of estrogens in the 
treatment of dysfunctional uterine bleeding is physio- 
logically unsound. There is little doubt that estrogen 
has an excellent hemostatic effect and that the adminis- 
tration of unphysiologic, large amounts of the hormone 
will produce endometrial anabolism with resultant 
cessation of the flow. However, this accomplishes little 
save a temporary hemostasis. The proliferated, hyper- 
plastic endometrium that existed prior to therapy 
becomes more hyperplastic, producing in many in- 
stances a palpable enlargement of the uterus The 
withdrawal of therapy not infrequently causes a recur- 
rence of flow. This can usually be avoided by gradually 
decreasing the strength of the estrogen employed. “As 
a rule, however,” states Fluhmann,’® “estrogenic hor- 
mones have no place in the treatment of uterine bleed- 
ing.” Rakoff,?° Curtis, 7‘ and Mazer and Israel’* all 
advise against its employment. On the other hand, 
Karnaky,”? and Abarbanel** have reported unusual suc- 
cess in controlling uterine bleeding with diethylstilbes- 
trol. 

A theory as to the critical level of estrogen for 
bleeding, according to Karnaky,”* is as follows: 

The phenomena of normal menstruation and dysfunctional 
uterine bleeding are defined simply as fluctuations of a blood 
estrogenic bleeding level. If the estrogenic blood level of a 
patient is above or below certain limits she will remain 
amenorrheic, for example: before puberty, between the men- 
strual periods, during pregnancy, and after the menopause. 
Contrariwise, if the blood estrogenic level is elevated into the 
limits of this quantitative bleeding level, or the higher blood 
estrogenic level is lowered into the upper limits of the bleeding 
level, the patient will experience bleeding from the endometrium 
such as that during normal and abnormal uterine bleeding. 

To the present the only manner in which we 
have employed estrogens for dysfunctional bleeding 
has been in cyclic fashion with progesterone and then 


om 


DYSFUNCTIONAL UTERINE BLEEDING—DEUTSCH 


221 


only in physiologic dosages. This form of therapy will 
be discussed in detail later. 

If estrogen is employed, the recommended therapy, 
according to Karnaky* is as follows: 

(a) If the bleeding is severe, or has been present over a 
long period of time, or both conditions are present, and the 
patient is in poor physical condition from the loss of blood, 
give 10.0 to 15.0 to 50.0 milligrams of diethylstilbestrol in the 
anterior wall of the cervix or by mouth every 15 minutes 
until the bleeding stops, then 5.0 to 10.0 milligrams every night 
for thirty to forty nights. If the bleeding recurs during the 
treatment, repeat the diethylstilbestrol every fifteen minutes 
until bleeding ceases, but continue to give 5.0 to 10.0 milligrams 
every night. 

(b) If the bleeding is not severe or prolonged, give one 
5.0 milligram tablet every night for thirty to forty nights. 

10. Cyclic Administration of Estrogen and Pro- 
gesterone.—After an episode of dysfunctional bleeding 
has been brought under control through hemostasis, 
the next logical step in therapy is to regulate the cycli- 
city and the amount of bleeding. This is accomplished 
by substitution therapy. Estrogen and progesterone are 
administered in a cyclic fashion similar to the physio- 
logic ovarian output of steroids. Under the influence 
of these hormones the endometrium develops the bi- 
phasic pattern of proliferation and regression charac- 
teristic of the normal cycle. 

A modification of the Kaufman method of therapy 
has been employed at the Clinic with much success. 
The basic formula is: Within several days after bleed- 
ing has ceased, the hypodermic administration of 10,000 
units of estradiol benzoate is started. This is repeated 
every third day for five times. One day following the 
last injection of the estrogen, the first of five daily 
injections of 10 units of progestin is commenced. A 
normal menstrual flow will usually follow. Oral ad- 
ministration in most instances proves equally effective. 
The routine frequently employed at the Clinic consists 
of 1.25 mg. of Premarin (sodium estrone sulfate— 
Ayerst) twice daily for 15 days. This is followed by 
10.0 mg. of Pranone three times daily. 

The Zondek or rapid method also provides excellent 
results and is recommended. Our modification of the 
Zondek method is as follows: Estradiol benzoate, 
10,000 units, and progesterone, 20 mg., are administered 
hypodermically for two successive days. A normal type 
of uterine bleeding will usually ensue within 3 to 5 
days. Oral substitution in the Zondek method has, in 
our experience, proved unsatisfactory. 

11. Endometrial Curettage—Endometrial curet- 
tage serves as an important therapeutic procedure when 
more conservative measures fail. It terminates the 
bleeding episode by removing necrotic areas in the 
endometrium and by evoking uterine contractions. 
Unless the underlying malfunction is also corrected, 
recurrence of bleeding is usually inevitable since the 
epithelial covering of the uterine cavity is rapidly 
regenerated from remaining glandular remnants.- 

12. Jrradiation.—It is often necessary, when con- 
servative measures are ineffective, to undertake treat- 
ment by irradiation. In the climacteric years irradia- 
tion is widely employed and accepted. In the adolescent 
and childbearing years, however, irradiation should 
always be considered a radical mode of therapy since 
even the smallest doses have a depressing effect on 
ovarian activity. Even in the hands of a competent 
radiologist difficulty is encountered, in many instances, 
in gauging the dose that will produce hemostasis with- 
out producing permanent amenorrhea and sterility. In 
all instances the chief variable factor is the sensitivity 
of the patient. 
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If such therapy is undertaken radium and not 
roentgenotherapy is advised. The action of radium 
produces essentially a hemostatic effect upon the endo- 
metrium while roentgenotherapy produces its results 
by destroying the follicular elements in the ovary. 
Sudden, severe menopausal symptoms develop in most 
patients following roentgenotherapy. 


Irradiation of the pituitary and in some cases of 
the thyroid and spleen have been recommended by some 
investigators. The results of such therapy are still 
difficult to evaluate. 

13. Surgery.—Since the advent of improved endo- 
crine products and of a fuller knowledge of the mechan- 
ism of menstruation the need for surgery has become 
comparatively rare in the treatment of dysfunctional 
bleeding. In the adolescent and women of childbearing 
age the performance of a hysterectomy is an admission 
of defeat and should never be undertaken until all 
conservative measures have been employed. The im- 
portance of consultation with a competent gynecologist 
in such cases cannot be overstressed. In the woman 
approaching the menopausal years a hysterectomy may 
be the safest solution. 


ABSTRACTS OF CASE REPORTS 

Case Exemplifying Use of Pranone, Testosterone, 
and Combined Estrogen and Progesterone Therapy.— 

Case 1. A married white woman, aged 20, entered 
the Clinic with the complaint of scanty uterine bleeding 
of 10 days’ duration. Menarche had occurred at the 
age of 12. Intervals and duration of flow were irregu- 
lar. General physical and laboratory examinations dis- 
closed no abnormalities. 

Gynecologic Examination: Pelvis and clitoris were 
normal ; fundus was in good position but slightly hyper- 
trophied; right and left ovaries were palpable and 
normal in size. Vaginal smears indicated maximal 
estrogenic effect. 


ournal A.O.A 
ecember, 195.) 


Diagnosis: Dysfunctional menometrorrhagia. 
Treatment: See Fig. 4. 


Case Exemplifying Arrest of Uterine Bleeding b 
Testosterone Propionate with Embarrassing Side-E} 
fects: Subsequent Regulation of the Endocrine-Uterin: 
Complex and Elimination of Complications by Con 
bined Estrogen and Progesterone Therapy.— 


Case 2. A Negro woman, aged 33, had a menstrus| 
history of menarche at the age of 13, irregular period: 
and excessive flow of 6 to 8 days’ duration; she wa; 
confined to bed 3 or 4 days during flow. Gener:! 
physical and laboratory examinations disclosed no al) 
normalities. 

Gynecologic Examination: Vulva, introitus, an 
cervix were normal. Uterus was slightly anteverte: 
normal in size, and freely movable. The right ovar 
was slightly enlarged and was tender to palpation. 
The left adnexa was not palpable.’ Vaginal smear wa: 
grade 4 (Mack). 

Diagnosis: Dysfunctional menorrhagia. 

Treatment: Testosterone propionate in oil, 25 meg. 
twice a week. 

Result of Therapy: Period following therapy was 
of 4 days’ duration and normal in amount of flow. 
The following two periods of regular 26 day cycles 
averaged 3 days of duration and were normal in 
amount. 

Two months after onset of therapy, enlargement 
of the clitoris was noticed and a beginning tendency 
toward male distribution of pubic hair. Testosterone 
therapy was discontinued. 

The following period occurred 1 week early. Flow 
was profuse and of 6 days’ duration when patient was 
seen. The bleeding was arrested with testosterone pro- 
pionate, aqueous, 25 mg. Estradiol benzoate 10,000 
units and progesterone 20 mg. were given on 2 succes- 
sive days. A normal type of menstrual bleeding oc- 


‘Day 


X Represents uterine bleeding. 
/ Represents spotting. 


Fig. 4. Graphic representation of response to therapy in Case 1. This case of dysfunctional uterine bleeding was initially 
handled by the administration of 10 mg. of Pranone daily (A). When the patient did not continue with therapy (B) a return to 
the original hyperplastic endometrium occurred and bleeding resulted. This was arrested within several days by the administr.- 
tion of testosterone propionate in oil, 25 mg. twice weekly (C). Testosterone was later discontinued (D). Ovulation (F) was 
later brought about by the combined administration of 10,000 units of estradiol benzoate and 20 mg. of progesterone (E). Vita- 


min B complex was also employed. Ovulation was determined by the vitamin C tolerance test. 
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curred after 2 days’ therapy. Periods were regular 
and normal in amount and duration of flow. The 
graph of the basal body temperature indicated ovula- 
non. 

Two months after ceasing androgen therapy the 
clitoris had receded in size although it was larger than 
normal. The pubic hair resumed a normal appearance. 

Case Exemplifying the Control of Uterine Bleed- 
ing by Testosterone Propionate with Embarrassing 
Side-E ffect: The Discontinuation of Testosterone Ther- 
apy and the Satisfactory Regulation of the Condition 
und Subsequent Elimination of Complications with 
Pranone.— 

Case 3. A dark haired and dark complexioned 
Mexican woman, aged 22 years, had normal menstrual 
history until the age of 20 when her cycle changed 
from a 28 day type to one occurring at irregular inter- 
vals of 1 to 3 weeks. The duration of flow was from 
6 to 7 days, with a tendency to profusion, 

Physical examination, laboratory studies, and gyne- 
cologic survey pointed to a diagnosis of dysfunctional 
uterine bleeding. 

Treatment: Testosterone propionate in oil 25 mg. 
twice weekly. 

Result of Therapy: Three weeks following initia- 
tion of therapy menstrual periods began to occur at 
regular intervals and were normal in both character 
and duration. Within 3 months after first injection, 
excessive growth of hair was noted over the thighs and 
legs. Also, there was a slight deepening of the voice. 
Discussion: The patient was taken off androgen 
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Heavy exposures to either kind of radiation cause a mas- 
sive breakdown of the body’s tissues, particularly in certain 
organs of the body. Since destruction of cells in various tissues 
reaches its height at different times after exposure, symptoms 
from these injuries will occur at different times as the illness 
grows worse. Two features make this type of body damage 
unique : 

Tissue Damage. No two organs or tissues of the body 
suffer exactly the same amount of damage. Lymphoid tissue, 
bone marrow, the sex organs, and the lining of the small 
intestine suffer heavy damage. Muscles, nerves, and fully grown 
bone are not so easily injured. Other tissues, such as skin, 
liver, and lung, lie in between these extremes. 
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therapy and placed on Pranone, 10 mg. daily for nine 
doses, starting 12 days prior to expected onset of 
menses. The resulting periods were normal in amount 
and character. 

Two months after cessation of androgen therapy 
the hirsutism had decreased although not entirely ab- 
sent. Her voice had returned to normal. 


SUMMARY 

The physiologic mechanisms of dysfunctional 
uterine bleeding have been discussed. 

An attempt has been made to evaluate and perhaps 
to clarify to some extent existing diagnostic and thera- 
peutic procedures. 

Immediate treatment, directed to abolition of or 
prevention of hemorrhage, and subsequent treatment, 
designed to alter the endocrine-uterine constitutional 
complex underlying the tendency to overflow of uterine 
bleeding, have been discussed. Particular attention has 
been focused on the use of the vitamin C tolerance test 
for ovulation and on the routine vaginal smear for 
detection of embarrassing side effects of overdosage 
of testosterone. 

Case records exemplifying the most useful thera- 
peutic procedures employed by the Clinic of the College 
of Osteopathic Physicians and Surgeons have been 
cited. 

Difference of opinion and choice of therapeutic 
approach will continue to exist until more specific and 
more accurate information is available as to the endo- 
crine-uterine mechanisms. 
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Delayed Tissue Death. Unless the radiation has been ex- 
tremely heavy, cells may not die for hours or days. For a week 
after skin is injured by X-rays, it may show only a surface 
reddening and swelling of the underlying tissues. Blistering and 
loss of dead skin may be delayed for 2 weeks. 

A man suffering from acute radiation illness may have only 
a few symptoms, real enough to him but undetectable by the 
doctor. Or he may have a severe general illness that ends in 
death or in a long convalescence. The total amount of radiation 
he suffers is, of course, the thing that makes the greatest dif- 
ference.—Sixth Semiannual Report of the Atomic Energy 
Commission, U. S. Government Printing Office, Washington, 
1949. 
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Escherich' in his original papers on the coliform 
bacteria described two types of organisms. The Bac- 
terium coli formed fairly long rods, was motile, and 
clotted milk slowly, while the Aerobacter aerogenes 
formed rather short, plump rods, was nonmotile, and 
clotted milk more rapidly. Prior to 1900, Kruse? pointed 
out that the Bacterium coli group included several re- 
lated species and Refik® and his coworkers confirmed 
this fact by a series of biochemical reactions. It was 
soon established that the natural habitat of Bacterium 
coli was the intestinal tract of man and even though the 
Aerobacter aerogenes is almost universally found in 
the intestinal tract of man, its native habitat seems to 
be on grains and plants and in polluted water. 


Around 1885 Salmon‘ isolated the first member of 
the Salmonella group, Salmonella choleraesuis, from a 
case of hog cholera; it has since been learned that this 
organism is a secondary invader and that hog cholera 
is a viral disease. It is now well established that the 
Salmonella group, of which there are more than 150 
known species, is indigenous to the intestinal tract of 
man and other animals. 

To further complicate intestinal bacteriology, 
Shiga’® isolated the first member of the bacillary dysen- 
tery group in the closing years of the last century. It 
seems, at present, that no one cares to name the number 
of species and strains of the Shigella group. In 1882 
Friedlander® isolated a capsulated coccobacillus from a 
patient dying of pneumonia. The organism was named 
after him and of late years has been added to the list 
of the colon bacilli. In 1885 Hauser’ isolated a number 
of strains of the proteolytic motile aerobic bacilli from 
feces and sewage. Later the Proteus group was classed 
as a member of the colon group of organisms. 

The pathogenicity of the various members of both 
the Shigella and Salmonella groups of organisms was 
rather firmly established immediately following their 
isolation. Friedlander’s bacillus was considered patho- 
genic to man from the time of its isolation since it was 
generally believed to be the common incitant of lobar 
pneumonia. Its relationship to the colon group has only 
recently been established. The Bacterium coli, the Aero- 
bacter aerogenes, and the Proteus organisms were long 
considered as nonpathogenic to man, except for an 
occasional opportunist. However, recent studies have 
found Bacterium coli, as well as the entire family of 
the enteric bacilli, to be in an active state of evolution 
through such phenomena as mutation, dissociation, 
variation, phage, et cetera. The aim of this survey has 
been to study some of the evolutionary tendencies to- 
ward pathogenicity of the coliform organisms, espe- 
cially those organisms of the coliform group that may 
be isolated from the urinary tract of man. 

“Bergey’s Manual of Determinative Bacteriology’’* 
classes the organisms discussed above in the family 
Enterobacteriaceae. The proponents of the evolutionary 
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theory agree with a vast amount of painstaking r- 
search that the Aerobacter aerogenes may be named | s 
a common progenitor of the above family.*"° If a cov - 
tinuous variation should occur always in the sai 
direction the Aerobacter aerogenes could mut: 
through the Bacterium coli, which in turn could muts ‘+ 
either through the Salmonella or the Shigella groups. 
On the other hand, the variations could become Aer: - 
bacter aerogenes through Escherichia freundii, through 
Aerobacter cloacae, through the Proteus groups. |n 
both cases there would occur an increase in pathoge- 
nicity for man. The natural outgrowth of such vari.- 
tion would be a heterogenous mass of micro-organis: 
various degrees of disease-producing 
ilities. 


EXPERIMENTAL STUDIES 


Patients ——One hundred consecutive patients w! 
entered the College Clinic, all above 13 years of age 
comprised the group for study. Immediately following 
registration each patient was taken to the laboratory 
for collection of blood and urine samples. 

The following morphologic and serologic studies 
were made on the blood: (1) Hemoglobin determina- 
tion (Haden-Hauser), (2) erythrocyte and leukocyte 
counts, (3) differential counts (Wright stain 100 
count), (4) sedimentation rate (Cutler tube method ), 
(5) serology (standard antigen, typhoid O and H, 
paratyphi A and B, Proteus OX 19, and Brucella 
abortus antigen). 

Urines were run through the following bacterio- 
logical series: (1) MacConkey agar primary plating 
medium, (2) S-S agar selective or inhibitory medium, 
(3) desoxycholate citrate selective medium, (4) 
Shaughnessy motility medium, (5) Kligler iron agar, 
(6) Simmon citrate agar, (7) Christensen urea me- 
dium, (8) tryptose broth, (9) nutrient gelatin, (10) 
methyl red Voges-Proskauer broth, (11) triple sugar 
iron agar, (12) Russell double sugar. All media were 
Difco standard media. 

Procedure—The usual procedure for the blood 
morphology, serology, and sedimentation rates were 
followed. 

The urines were first plated on MacConkey pri- 
mary plating medium and incubated for 24 hours at 
37.5 C. Selected colonies were then transferred to plates 
of S-S agar and desoxycholate citrate selective or in- 
hibitory media. These plates were incubated for 2+ 
hours at 37.5 C. Colonies were selected from the S-> 
agar plates and transferred to the other tubed media 
listed above, except in those instances that organisms 
failed to grow upon the S-S agar. In cases of such 
failures colonies were selected from the desoxycholate 
citrate medium. The tubes were studied at various 
times from 8 to 48 hours and the results recorded. 


EXPERIMENTAL RESULTS AND DISCUSSION 
The sedimentation readings were taken at 0, 5, !\. 


15, 30, and 60 minutes according to the chart design: | 


by Cutler. 
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TABLE I 
Time 10 15 30 60 
Lowest Readings mm 0 0 O5 1.0 2.0 
22 29 


Highest Readings mm 4 7 12 


Sedimentation rates as distributed among the 
patients are shown in Table IT. 


TABLE II 
Sedimentation rates 
Number of cases in mm. 
) 6 
6 7 
8 
6 9 
10 
38 > over 10 


While it is impossible to make anything like a com- 
plete correlation between laboratory findings, case his- 
tories, physical examinations, and sedimentation rates, 
the following are some typical findings: 


TABLE Il 
2 
R.B.C. W.B.C. Hb SE 
Patient 
18 3,530,000 10,600 70% 54 42 1:80 
Patient 
XS anes 9 4,490,000 9,600 87% 64 3% 1:80 1:80 


The biochemical reactions of the urinary bacteria 
indicated rather strong mutation toward the Salmonella- 
Shigella groups in both cases. We must not overlook 
the Klebsiella pneumoniae group because when these 
organisms dissociate from the mucoid to the smooth 
form they become indistinguishable from other coli- 
form organisms. We plan to report on this point at a 
later date. 

The erythrocyte count as distributed among the 
patients under observation : 


TABLE IV 


87 patients below 5,000,000 count 
66 patients below 4,500,000 count 
26 patients below 4,000,000 count 
10 patients below 3,500,000 count 


Excluding other causes or conditions that may lead 
to low erythrocyte counts the variant strains of bacteria 
under consideration may readily bring about low counts 
since this group of organisms is known to produce beta 
hemolysins as well as a necrotizing factor. The destruc- 
tive effect of these two toxins is not limited to erythro- 
cytes ; almost any cellular structure in the body may be 
subject to attack by these toxins. It is probable that the 
hemolysins of this group are not as potent as are the 
streptococcal hemolysins. It is likewise significant that 
the current use of antibiotics, especially penicillin, as 
well as the sulfas is holding the gram-positive cocci in 
check, often even lowering their infectivity, thus allow- 
ing the gram-negative organisms to mutate unhampered. 


The white cell count as distributed among the 
patients observed : 


TABLE V 


59 counts above 8,000 
41 counts above 9,000 
25 counts above 10,000 


17 counts above 11,000 

8 counts above 12,000 

4 counts at approximately 
15,000 


Many members of the coliform bacteria undergo 
dissociation to give rough and smooth colonial types. 
Properties of morphology, virulence, biochemical activi- 
ties, and antigenic composition of bacteria are corre- 
lated with the S and R types of colonies. In the coli- 
form group the organisms are generally in the smooth 
phase when isolated from the patient, which is thought 
to be caused by the presence of surface antigens, such 
antigens being lipid-protein complexes. Virulence is 
usually associated with the S type colony. Grown on 
artificial media, dissociation is from the S to the R 
form. While our observations point to a correlation 
between leukocytes and the biochemical reactions which 
the bacteria gave on artificial media, we are attempting 
to establish this point by a series of antigenic analyses 
to be reported at a later date. However, according to 
the “single gene-single enzyme theory” it is possible 
for some bacteria by their antigenic make-up to incite 
the production of white cells in the body while in a 
similar manner mutant strains of the same bacteria 
would lose this capacity. Thus a mutant may be a 
“gain” variant or a “lost” variant with a resultant 
increase or decrease in pathogenicity. 

Hemoglobin readings were distributed among the 
patients as follows: 


TABLE VI 


85 patients gave readings below 95% 
55 patients gave readings below 90% 
44 patients gave readings below 85% 
28 patients gave readings below 80% 
21 patients gave readings below 75% 
10 patients gave readings below 70% 
6 patients gave readings below 65% 


We found a readily apparent and rather close 
correlation between the biochemical reactions of the 
bacteria in the urine, the number of organisms present, 
et cetera, and the hemoglobin percentage. In fact, we 
are approaching this correlation intensively in a differ- 
ent manner. We hope to eliminate some of the non- 
specific elements that are included in this survey. 


The differential counts, polymorphonuclears, and 
lymphocytes were distributed among the patients as 
follows : 


TABLE VII 
Number of Patients Number of Polymorphonuclears 
32 above 66 
23 above 70 
11 above 75 
25 below 58 
31 between 58-66 
TABLE VIII 
Number of Number of 
80 above 22 
72 above 25 
59 above 30 
46 above 35 
32 above A) 
15 above 45 
10 above 50 
10 22 or below 


Infections cause a widely variable differential 
count. Bacterial infections producing suppurative proc- 
esses may show in the blood picture as an increase in 
polymorphonuclears. Shigella infections (bacillary dys- 
entery) are usually conceded to produce a moderate 
leukocytosis and prolonged infections produce anemias. 
Often Salmonella typhosa infections produce leuko- 
penia with a tendency toward lymphocytosis, Escheri- 
chia coli infections, especially as a bacteremia, may 
produce either leukocytosis or leukopenia often show- 
ing an increase in polymorphonuclears. Excluding other 
contributing causes, we have ample correlations be- 
tween the differential counts and the biochemical reac- 
tions of the urinary bacteria to indicate that the coli- 
form bacteria are in an active state of mutation. 

The agglutination series is most difficult to report 
because of the factors which were not under control 
in this survey. Patients with a history of typhoid or of 
having had immunizing injections were omitted from 
this series, but we did not attempt to determine whether 
or not the patient had unknowingly had a previous 
experience with the organism that incited the antigen- 
antibody reaction. However, we are attempting a series 
of antigenic analyses by which we hope to eliminate 
many of the uncontrolled variables. 


TABLE IX—TYPHOID H AGGLUTINATIONS 


Number of patients Titer 
1:80 


TABLE X—TYPHOID O AGGLUTINATIONS 


Number of patients Titer _ 
1:40 

6. 1:80 
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TABLE XI—PARATYPHI A AGGLUTINATION 


Number of patients ; _ Titer ; 
1:20 
-1:80 


TABLE XII—PARATYPHI B AGGLUTINATION 


Number of patients a 


Proteus OX19 and Brucella agglutinations ran 
so consistently low as not to be indicative. Lederle’s 
standard antigens were used throughout the agglutina- 
tion series. 


Acknowledgments 


The authors are indebted to the members of the 
Senior class, to Mrs. Grace B. Hall, and to Mrs. Irene 
Koepke for their assistance in providing the patients 


1, Escherich, T.: Ueber Darmbacterien im Allgemeinen und die- 
jenigen der Sauglinge im Besonderen, Sowie die Bezieheingen der 
letzteren zur Aetiologie der Darmerkrankungen. Zentralbl. f. Bakt. 
1:705-713, 1887. 

2. Kruse, W.: Uber die Ruhr als Volkskrankheit und ihren Erreger. 
Dtsch. med. Wschr. 26 :637-639, Oct. 4, 1900. 

3. Refik, E.: Sur les divers types de coli-bacille des eaux. Ann. 
Inst. Pasteur. 10:242-243, April 1896. 

4. Salmon, D. E., and Smith, T.: Bacterium of swine-plague. Am. 
Monthly Microscopical J. 7:204-205, Nov. 1886. 

5. Shiga, K.: Ueber den Dysenteriebacillus (Bacillus dystenteriae). 


Zentralbl. f, Bakt. 24:817, Dec. 15; 870, Dec. 19, 1898. 


REFERENCES 


A.0.A. 
ember, 1950 
for this survey and to K. J. Davis, D.O., dean of the 
College and to Mr. J. M. Peach, president of the Col- 
lege, for their many helpful suggestions and for making 
this survey possible. 

SUMMARY 

1. A survey of 100 consecutive patients in the 
College Clinic shows that 78 had urinary infections 
with members of the enteric group of bacteria. 

2. Evidence is given of a heterogeneous mutation 
in biochemical activity, antigenicity, and pathogenicity 
of the coliform organisms occurring in the urinary 
tract. 

3. There seems to be no differential in infectivity 
of males and females. 

COMMENTS 

We believe that this survey has raised a number 
of questions that when fully answered will be a con- 
tribution to a better understanding of causes of hum:n 
ailments. We are formulating a series of investig: 
tions on several of the following problems: 


1. By a series of antigenic analyses and alpha- 
beta hemolytic analyses we plan to make a further 
study of the correlation between the low erythrocyie 
count, low hemoglobin, and the presence of enteric 
bacteria in the urinary tract. 


2. Differences in sedimentation rates are functiois 
of the chemical composition of different samples of 
blood. In case of fevers and infections with destriic- 
tion of tissues there is an increase in alpha globulin 
fraction. In multiple myelomas and obstructive jaun- 
dice the blood shows increased beta globulin associated 
with lipid materials. We believe that toxins produced 
by the enteric bacteria are causative of abnormal sedi- 
mentation rates. We plan to make a continued study of 
this correlation by a series of chemical analyses. 

3. Leukocyte counts may be misleading in diag- 
nosing infections. Prolonged exposure to the offending 
organism often results in the establishment of an 
equilibrium between the body forces and the exciting 
cause, thereby leading to a normal leukocyte count. 
Necrotoxins and hemolysins may cause low leukocyte 
counts. We are looking for direct correlation of bac- 
terial toxin and leukocyte count through a series of 
toxin studies and antigenic analyses. 


4. There is evidence that the differential count is 
altered by the urinary invasion of the enteric bacteria. 
Clinical cases of intestinal tract infections of these 
bacteria generally show differential changes as herein 
cited. We believe that through our antigenic studies 
we will be able to establish a correlation between differ- 
ential variations and the class of organism infecting 
the urinary tract. 


5. The serological survey indicates that some pa- 
tients have had experience with the enteric organisms 
bordering subclinical and clinical stages. We did not 
include data from patients with such histories. 


3105 Independence Ave. 


_6. Friedlander, C.: Ueber die Schizomyceten bei der acu'en 
fibrindsen Pneumonie. Arch. path. Anat. 87 :319-324, Feb. 4, 1882. 

7. Hauser, G.: Ueber Faulnissbacterien und deren Beziehungen 
Septicimie. F. C. W. Vogel, Leipzig, 1885. 

8. Bergey’s Manual of determinative bacteriology. Ed. 6. Willi 
& Wilkins Co., Baltimore, 1948. 

9. Ferris, A. A., and Hertzberg, R.: An epidemic of diarrh: «a 
caused by a new strain of the Salmonella group. M. J. Austr. ia 
2:368-372, Dec. 1, 1945. 

_ 10. Elrod, R. P.: Serological relationship between Erwinia trac!<i- 
phila and species of Shigella. J. Bacteriol. 52:405-410, Oct. 1946. 


Volume 50 
Number 4 


THE JOURNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION 


Published monthly by the American Osteopathic Association 


Publication Office, 100 S. Kenilworth Ave., Oak Park, Ill. 
Editorial Office, 212 E. Ohio St., Chicago 11, Ill. 
Address all communications to the Chicago Office 


C. McCAUGHAN, D.O Executive Secretary 
ROSE MARY MOSER 


EXECUTIVE COMMITTEE 


Manager 


Treasurer 


PR ESIDENT........-.-0-- VINCENT P. CARROLL, D.O., Laguna Beach, Calif. 
PRESIDENT-ELECT........----------++--+-------F LOYD F. PECKHAM, D.O., Chicago 
ek, H. DALE PEARSON, D.O., Erie, Pa. 
First Vice PRESIDENT. A. G. REED, Tulsa, Okla. 


CHAIRMAN PROFESSIONAL 
N A. EGGLESTON, D.O., Montreal, Canada 


CuatrMan Pusiic AFFAIRS........ JOHN W. MULFORD, D.O., Cincinnati 


Subscription Ten dollars a year in advance 


Vol. 50 December, 1950 No. 4 


THE COMMON COLD AND THE 
ANTIHISTAMINE PREPARATIONS 


The common cold is probably the most prevalent 
of all human ailments. It is usually mild; in its un- 
complicated forms it kills no one, but it is the cause 
of great discomfort and severe resentment and the 
economic losses attributable to it are enormous. With 
the onset of winter, the season when colds are most 
prevalent, attention is drawn to recent publications and 
pronouncements on the subject. 


Although reports concerning the effects of various 
antihistamine preparations on the common cold began 
to appear in current medical literature late in 1947, 
it was not until 1949 that three of these drugs, 
thonzylamine hydrochloride, pyranisamine maleate, and 
prophenpyridamine, were released by the Food and 
Drug Administration for over-the-counter sale. Fol- 
lowing that release the promotion of these products 
under various trade names assumed gigantic propor- 
tions and the claims made for them became so extrava- 
gant that last spring the Federal Trade Commission 
cited several leading sellers for false and misleading 
advertising. After 3 months of hearings the Commis- 
sion announced that the companies involved had agreed 
to stop “misrepresentations” in their advertising and 
henceforth to advertise their products as relievers of 
common cold symptoms, but not as cures or preven- 
tives. With that decision the manufacturers were well 
pleased for no real damper was placed on_ their 
exuberant representations. 

Whether or not the antihistaminics are effective 
for relieving colds or the symptoms of colds is still 
an undecided question. Investigators have published 
reports which have been hailed by antihistamine sup- 
porters as undeniable proof of the value of these 
drugs. These same reports have been analyzed by 
opponents and pronounced inconclusive if not invalid.’ 
One indisputable outcome: of use of the antihistaminics 
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has been the focusing of an unprecedented amount of 
advertising, investigation, and litigation on and around 
the common cold. 


However, the use of the antihistamine prepara- 
tions does not involve solely their effectiveness against 
colds. There have arisen with their widespread use 
indications of untoward reactions and question of 
undesirable effects. These drugs when released for 
sale over the counter were considered to be safe in 
the recommended doses. It was, nevertheless, recog- 
nized that even the recommended dose might produce 
drowsiness and users were frequently warned against 
driving a car. In addition disturbances in appetite, 
nausea, lessened ability to perform jobs, nervousness, 
and palpitation of the heart were found to occur after 
taking these preparations. 


Strong? questioned the use of the antihistamines 
in sufferers from primary anemia, pointing out the 
role of histamine in the stimulation of gastric secre- 
tion. Foster? comments, “The author has observed 
that in many instances the patient has been temporarily 
relieved by the drug [antihistaminic] but the inter- 
ference with the immunity-creating mechanism of the 
body has to some extent prolonged the course of 
the disease.” In the recent literature there have ap- 
peared accounts of toxic psychosis, agranulocytosis, 
and anemia caused by antihistamine preparations. 


Consideration of the common cold in its: various 
aspects, with special reference to antihistaminic drug 
prophylaxis and therapy, was the subject of Jawetz 
and Talbott in the most recent issue of California 
Medicine. Their conclusion was as follows: 


After a thorough study of all available data on the com- 
mon cold one is inclined to remember an account of therapy 
used more than 50 years ago: “We were rubbed lavishly 
with hot grease” . . . “stinging plaster made of mustard and 
white flour” was applied . . .” “We used to sit for half an 
hour before bedtime with our feet in a pail of hot mustard 
water. Then we were put to bed surrounded with hot soap- 
stones, and in the morning we were damp but cured.” It 
seems doubtful whether modern science has much more to 
offer in the treatment of the common cold. 


While this is admittedly the opinion of two men, it 
expresses very well the attitude of a sizable segment 
of old-school practitioners. 


Such, however, need not be the attitude of osteo- 
pathic physicians. Their ability to employ osteopathic 
manipulative procedures provides them with a safe 
and effective method of prophylaxis and therapy. As 
Beckwith® aptly expressed it: 


Of the methods available for counteracting the common 
cold, the changes that are capable of being produced in the 
human body. by osteopathic manipulative therapy offer a 
clinically proven and anatomically sound basis for maintaining 
the resistance of the host at a proportionally high level. 
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SALT WATER TREATMENT OF SHOCK 


The recent announcement* made by the United 
States Public Health Service concerning the use of 
salt solution as emergency treatment of shock from 
burns and other injuries would seem to mark an im- 
portant advance in first aid therapy. An effective 
treatment which can be administered by anyone and 
which makes use of almost universally available ma- 
terials should have vast lifesaving potentials. Shock 
following injury presents a serious problem at all times 
and when it occurs in only one or, at the most, several 
persons; in the event of large-scale disaster affecting 
the civilian population, the problem would assume tre- 
mendous proportions and importance. 

In general terms, the treatment calls for the 
administration by mouth of a solution of 1 level tea- 
spoon of sodium chloride and 1% teaspoon of sodium 
bicarbonate .for each quart of water. A number of 
quarts are required each day and the only limitation 
on the amount is the patient’s ability to consume the 
solution. 

Although the saline solution is said to be as 
effective as blood plasma in emergency therapy, it will 
not in any sense decrease the need for whole blood. 
Its value is as an immediate adjunctive agent. 

The only contraindications are disorientation, 
acute collapse, and nausea induced by the solution. 
This last brings up the point that the formula advised 
for use in shock is very close to that employed for 
the production of emesis. For this reason emphasis 
is placed on exactness of measurements. In treating 
shock too much salt may upset the stomach; too little 
will not accomplish its purpose. 

A leaflet entitled “The A, B, C’s of Salt and 
Soda for Shock in Burns” has been prepared and 
may be obtained from the Public Health Service, Fed- 
eral Security Agency, Washington, 25, D. C. The 
information contained therein could be valuable to the 


1. Salt water in treatment of shock from burns and other in- 
juries. See page 231 of this issue of Tue Journat for the details of 


the U. S. Public Health Service announcement. 
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practicing physician and can with safety be dissemi- 
nated to the public. 


OSTEOPATHIC WRITING 


The need for more and better writing by osteopa- 
thic physicians is recognized by every thinking membe: 
of the profession. The Academy of Applied Osteopath: 
not only recognizes this need but is doing something 
constructive about it. One method they are employing 
is to offer incentive to junior and senior students iy 
the osteopathic colleges by conducting prize essay con 
tests with substantial rewards to the winners. Th: 
purpose of the contest is to focus the attention of 
good number of students on typically osteopathic sul 
jects and to offer suitable rewards for their efforts. 
If even a small number of students are stimulated t) 
osteopathic writing, the entire profession will hay. 
reason to be grateful to the Academy. Announcemei:! 
of the Fourth Annual Prize Essay Contest is mac 


below. 


Winning essays from previous contests were pul)- 
lished in the January and November, 1949, and Septem- 
ber, 1950, issues of THe JourNAL. These papers have 
constituted worthwhile contributions to the profession's 
scientific publication and should have the thoughtful 
attention of all JourNaL readers. It is hoped that 
constructive criticism and encouragement has been o!- 
fered to the student writers. 


In addition to its undertaking to interest students 
in osteopathic colleges in writing, the Academy seeks 
to encourage osteopathic writing by members. Several 
papers provided by the Harry L. Chiles Memorial 
Fund have bee published in THe Journat. This year 
the Academy president, George W. Northup, has de- 
voted much time and effort to a campaign to furnish 
THE JouRNAL with material emphasizing the osteo- 
pathic concept and the osteopathic approach to 
diagnosis and therapy. His own evaluation of the 
osteopathic concept of disease is published as the lead 
article in this issue of THE JoURNAL. 


of paper only. 


application of osteopathic principles. 


FOURTH ANNUAL PRIZE CONTEST OF ACADEMY OF APPLIED OSTEOPATHY 


The Academy of Applied Osteopathy will award cash prizes of $100.00 for first prize, $75.00 for 
second prize, and $50.00 for third prize for the three best papers of not more than 2500 words submitted 
by any junior or senior student of osteopathy on the following subject: 


“The Role of the Osteopathic Lesion in Functional and Organic Adrenal Disorders.” 


RULES OF THE CONTEST 


1. Any senior or junior student in any recognized osteopathic college may enter the contest. 
2. Papers must be not more than 2500 words in length, typewritten, double spaced, and on one side 


3. Three judges will make the awards, giving major consideration to clarity of statement and logical 


4. Winners in this contest may elect to receive a credit in the amount of the prize plus 50 per cent 
of that amount to be applied to any graduate instruction course given by the Academy of Applied Oste- 
opathy given within 5 years of the close of this contest. 


5. Three copies must be submitted to the Chairman of the Publication Committee, Thomas L. 
Northup, D.O., Altamont Court Apts., Morristown, N. J., before April 1, 1951. 
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RATIONALE OF MEMBERSHIP 


The Committee on Special Membership Effort operates 
under the Department of Professional Affairs, and rightly so. 
The membership strength of our Association is a*vital concern 
of every member of the profession. Indeed, the scope and 
quality of all our professional affairs must be based upon the 
size of our profession as evidenced by the number of members 
of our national professional organization. 


The individual doctor may hold the opinion that he has 
no interest in “organizations,” and that “they” are no concern 
of his. Obviously over 3,000 osteopathic physicians hold 
opinions of this nature. Is there any possibility that such 
opinions could be sound? An evaluation of some of the activi- 
ties of our Association will supply an answer. Let’s take a 
quick look at the Department of Professional Affairs. 


The Bureau of Professional Education and Colleges is 
charged with the great responsibility of guiding and strength- 
ening the educational activities of our profession. It must 
maintain an up-to-date knowledge of professional education 
in general and osteopathic education in particular. This 
Bureau holds constituent membership in the American Council 
on Education, through which it is active in establishing 
policy in higher education in the United States and in increas- 
ing the knowledge of osteopathic education among national 
educational leaders. The Bureau inspects each osteopathic 
college annually, both for the purpose of determining that 
each of these institutions provides the best osteopathic educa- 
tion currently possible and to help the colleges to continue 
growing and developing as we progress into the future. The 
Bureau also has the responsibility of supervising the certifica- 
tion of osteopathic specialists and of insuring to the public 
that physicians so certified have been properly prepared to 
supply specialty health care. Could any osteopathic physician 
continue to hold the respect of his community if the educa- 
tional activities of his profession did not warrant that respect? 


Mention of two of the many activities of the Bureau of 
Professional Development will serve to point up its importance 
to the individual osteopathic physician. The Committee on 
Ethics and Censorship operates to safeguard the ethical reputa- 
tion of our profession. Its major concern is not that of 
disciplining those who violate the Code of Ethics. Its first 
objective is to help individuals and institutions to understand 
the purposes of that Code and to apply it in the conduct of 
their professional activities. (It is interesting to note that 
much of the time of this Committee is occupied with problems 
presented by and concerning individuals who are not members 
of our Association.) Can any member of the profession douit 
that he is affected by the reputation of all osteopathic phy- 
sicians in his community? 


The Committee on Research works to promote and support 
osteopathic research, the research that must supply the weapons 
for our continuing fight against disease. Is there any osteo- 
pathic physician worthy of the name who does not have vital 
interest in the improvement of the health care of his patients? 


_ The Bureau of Hospitals works arduously toward the con- 
tinuing improvement of patient care afforded by osteopathic 
hospitals. It is charged with the responsibility of maintaining 
high standards in osteopathic hospitals and in supervising the 
training of osteopathic interns,and residents. Can any osteo- 
pathic physician, whether associated with an osteopathic hospital 
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or not, fail to recognize the importance of this activity to the 
reputation of his profession, and hence to his personal repu- 
tation as a member of that profession? 


Each year the profession convenes in Annual Convention 
to establish the policies for the coming year and to offer every 
osteopathic physician the opportunity to keep abreast of the 
developments in his profession. These annual conventions are 
produced through the efforts of the Bureau of Conventions, 
efforts that are successfully directed toward assuring maximum 
value to the members of the profession for the time and money 
spent in attending. Car any member of the profession afford 
isolation in his individual practice while his profession advances 
into the future and leaves him behind? 

The Council on Education of the American Osteopathic 
Association coordinates the many educational activities of the 
profession. Through its function, the experience and knowl- 
edge gained in each field of educational effort is brought to 
bear upon the problems of all other fields, thus increasing 
the efficiency of all concerned. Are these educational activi- 
ties valueless to any osteopathic physician? 


The Office of Education, while engaged in all the pro- 
fession’s educational activities, directs efforts in the field 
of vocational guidance and is particularly concerned with the 
preprofessional education of prospective applicants for the D.O. 
degree. Through the activities of this office undergraduate col- 
leges and universities have gained a healthy understanding and 
respect for osteopathic education. Each year an increasing 
number of well-qualified students become keenly interested in 
the osteopathic profession. Can any osteopathic physician fail 
to recognize the value of that interest ? 

Thus, a hurried and superficial evaluation of the major 
activities of but one department of our Association poses a 
question. Can any osteopathic physician afford not to be a 
member of the American Osteopathic Association? The only 
excuse for the status of “nonmember” is that the person does 
not know what is going on. There are over 3,000 osteopathic 
physicians who, apparently, do not know what is going on. 
Can you, as a member, afford to let that situation continue? 
Contact the nonmember in your community. Inform him of 
the profession’s need of his participation and, more important, 
of his need to become an active member of his profession. 


Indeed, the membership strength of the Association is 
your personal concern. 
ALLAN A. Eaoieston, D.O. 


MEMBERSHIP REPORT AS OF NOVEMBER 1, 1950 
Membership Count, October 1, 1950 8,014 
Applications received in October, 1950................. 17 
Graduates licensed in October, 1950............. 60 
Restored to roll, October, 
Resignations in October, 1 8 
Membership Count, November 1, 1950_.................. 8,085 


HONOR ROLL 


George Northup Dorothy J. Marsh 


POSTGRADUATE COURSE 


Kansas City College of Osteopathy and Surgery. 
stetrics and Gynecology, February 12-17. 


Ob- 
Address C. H. 


Morgan, D.O., director, Division of Graduate Medicine, 2105 
Independence Ave., Kansas City, Mo. 
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1950 SOCIAL SECURITY AMENDMENTS 


In August of this year, significant amendments to the 
Social Security Act were passed by the 8lst Congress and 
approved as Public Law 734 by the President on August 28, 
1950. The osteopathic amendments, which became a part of 
this law, mark another milestone in the advancement of the 
osteopathic profession. 

All osteopathic physicians, in addition to being familiar 
with the new osteopathic amendments to the Social Security 
Act, should understand the general provisions of the Social 
Security program. The 1950 amendments which permit certain 
nonprofit organizations such as the American Osteopathic 
Association and nonprofit hospitals to elect to obtain coverage 
of their employees should be noted. 

The first Federal Social Security Act was passed in 1935, 
in an effort to provide a system of safeguarding wage earners 
against dependency in their old age and insuring them against 
unemployment. The first act covered four major subjects: 
old age security, unemployment compensation, security for 
children, and public health. Provision was also made for 
federal grants to states which adopted an unemployment com- 
pensation program, and for financial assistance to state pro- 
grams of aid to the needy aged, aid to dependent children, 
and aid to the needy blind. Amendments liberalizing the 
provisions of the original Social Security Act have since been 
passed in 1939, 1943, and, now, in 1950. 

In general, all individuals who work for wages are cov- 
ered by the old age and survivors’ insurance and unemployment 
compensation programs, unless their employment is specifically 
exempt. By the 1950 amendments, coverage has been extended 
to self-employed persons with the exception of lawyers, doctors, 
including M.D.’s and D.O.’s, chiropractors, optometrists, 
naturopaths, veterinarians, Christian Science practitioners, cer- 
tified public accountants, funeral directors, architects, and 
professional engineers. Self-employed persons must have an 
annual net earning from such employment of at least four 
hundred dollars ($400.00) to be eligible for coverage. Regu- 
larly employed farm workers (those employed for 3 months 
or more by one employer and earning fifty dollars ($50.00) in 
wages in the calendar quarter) will be covered under the 
provisions of the 1950 amendments. Full-time life insurance 
salesmen, traveling or city salesmen (however, this does not 
cover house-to-house salesmen), agents and commissioned 
drivers engaged in distributing food products and beverages, 
laundry, dry-cleaning, etc., will also be covered. Domestic 
workers in private homes will be covered after the beginning 
of 1951, if they are employed by one employer for at least 
24 days in a calendar quarter, and receive cash wages of at 
least fifty dollars ($50.00). Employees of state and local 
governments, who are not covered by an existing retirement 
program, may also be subject to the system if a voluntary 
federal-state agreement is reached. This extension of cover- 
age, it is estimated, will result in approximately ten million 
additional workers being brought within the scope of the old 
age and survivors’ insurance system. Thus, approximately 
forty-five million persons will be covered of an estimated 
working force in the United States of sixty-four million. 

Employees of nonprofit organizations, such as the Ameri- 
can Osteopathic Association, or nonprofit hospitals which 
have never been subject to the provisions of the Social Se- 
curity Act may now be covered if the employer so desires. 
A nonprofit organization may certify its desire to have the 
old age and survivors’ insurance system extended to its 
employees, provided, however, that at least two-thirds of the 
employees concur in the filing of the certificate. Those em- 
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ployees who do not concur will not be covered. New employ: 
of the organization will be covered on a compulsory basis 
once the nonprofit organization becomes subject to the lov. 
This coverage will be effective for a minimum of 10 years. 
A nonprofit organization may withdraw from the provisions 
of the act after 8 years, providing it gives 2 years’ notice 
of such intention. 


The present tax rate of 1% per cent of wages is payalle 
by both the employee and the employer. The wages on which 
the tax is applicable were increased from three thousand 
($3,000.00) to thirty-six hundred dollars ($3,600.00) by the 
1950 amendments. The rates will be raised to 2 per cont 
beginning in 1954, and increased by % per cent every five 
years until it reaches 3% per cent in 1970. The self-employed 
will become subject to the act for the first time by the 1950 
amendments and will pay one and one-half times the existing 
tax rate, or at present 2% per cent of wages earned up to 
thirty-six hundred dollars ($3,600.00). The 1950 amendments 
provide for increased benefits for persons on the benefit r:lls 
as of August, 1950. On the average, benefits have len 
increased by about 77%4 per cent. The average primary benc fit, 
which was approximately twenty-six dollars ($26.00) per 
month for a retired insured worker, has now been increased 
to forty-eight dollars and thirty cents ($48.30). The benctits 
for persons retiring after July 1, 1952, with at least 6 quarters 
of coverage will be approximately double the former average 


A new formula for determining benefits has been devised. 
Primary benefits, or those benefits payable to the insured 
worker, will be computed on the basis of 50 per cent of the 
first one hundred dollars ($100.00) of average monthly wages, 
plus 15 per cent of the next two hundred dollars ($200.00) 
of such average wage. Thus, a man with the maximum 
average monthly wage of three hundred dollars ($300.00) 
would receive eighty dollars ($80.00) per month in primary 
benefits. The minimum primary benefits have been increased 
to twenty dollars ($20.00). The maximum family benefits, 
which were formerly eighty-five dollars ($85.00), have been 
increased to one hundred and fifty dollars ($150.00). The 
widow of a fully insured employee with two or more depend- 
ent children would be entitled to obtain benefits up to the 
maximum of one hundred and fifty dollars ($150.00) a month. 


Eligibility requirements for benefits have been substan- 
tially liberalized by the 1950 amendments. Coverage for only 
one-half of the calendar quarters elapsing after 1950 and 
before death or retirement at age 65 with a minimum of six 
quarters is all that is necessary for eligibility. Forty quarters 
of coverage, or 10 years, is required of persons 45 years 
or under on January 1, 1951, to become “insured.” This may 
include those quarters earned before 1951. For example, a 
person 62 years of age or over on September 1, 1950, would 
be fully insured for benefits at age 65 if he had acquired 
at least six quarters of coverage. A quarter is considered 
a calendar quarter during which at least fifty dollars ($50.00) 
was earned. Thus, an osteopathic physician, 62 years of age 
on September 1, 1950, and not previously covered because 
he was engaged in a private practice, would become eligible 
for full benefits under the Social Security Act if he were 
to secure covered employment, for example, as a company 
physician for some industry for a year and a half prior to 
attaining the retirement age of 65. At the retirement age, an 
osteopathic physician who has been in covered employen! 
would be eligible for the full benefits of eighty dollars ($8!).00) 
per month for life after having made payments in the total 
sum of only eighty dollars ($80.00). When. the wife «! 4 
beneficiary under the plan also reaches 65, the couple bec ines 
entitled to an additional 50 per cent of the primary benefit, 
or one hundred and twenty dollars ($120.00) a month for the 
maximum benefits. 


Beneficiaries under the program are limited in the am unt 
that they may earn in covered employment to fifty dol’ars 
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($50.00) a month under the 1950 amendments. Previously, 
the law had set the amount at fourteen dollars and ninety-nine 
cents ($14.99). 

The unemployment compensation program, which is sepa- 
rate and apart from the old age and survivors’ insurance 
benefits, applies only to employers of eight or more persons 
who are engaged in covered employment. The employer is 
liable for a 3 per cent tax on wages up to three thousand 
dollars ($3,000.00) paid to each employee during the calendar 
year. This tax is not imposed upon the employee, but becomes 
the sole liability of the employer. Even under the 1950 amend- 
ments, full-time agricultural workers continue to remain 
excluded from coverage of the unemployment compensation 
pri gram. 

In addition to the old age and survivors’ insurance and 
unemployment insurance program, the Social Security Act 
also provides for financial grants to the states to assist them 
in their welfare programs, such as aid to dependent children, 
maternity and child health and welfare, public health work, 
aid to the blind, aid to the permanently and totally disabled, 
and old age assistance. The federal government does not 
make direct payment to individuals under any of these latter 
plans. Under the aid to dependent children’s program, each 
state must submit a plan to the federal government before 
the state is eligible to receive financial assistance for its pro- 
gram. The 1950 amendments enlarge the aid which may be 
given to dependent children, which was previously limited to 
money payments, to include medical care or any type of 
remedial care recognized by the state law. 

Under the maternal and child health program, the federal 
government appropriates funds to assist in locating crippled 
children and providing medical, surgical, corrective, or other 
services and care for these children. There is also an effort 
to promote the health of mothers and children, especially those 
in rural and economically distressed areas. The 1950 amend- 
ments make no changes in the provisions relating to vocational 
rehabilitation; however, amendments to the Vocational Re- 
habilitation Act are pending in both the House and the Senate 
at the present time. 

Aid is also provided for the blind under state plans which 
must be approved by the Social Security Administrator. The 
plan to furnish financial assistance to aged and needy persons 
has also been liberalized, and, effective October 1, 1950, medical 
care or any type of remedial care recognized by state law 
may be provided as old age assistance in addition to monetary 
payments which were previously authorized. The program 
for aid to the permanently and totally disabled also makes 
provisions for medical care identical to those found in the 
old age assistance program. Individuals 18 years of age and 
above who are permanently and totally disabled will be granted 
assistance under this program provided they are in need. 


Since the 1950 amendments to the Social Security Act 
provide that medical care may be given to needy persons 
under the various programs, the question was raised as to 
what would be included within the term “medical care.” 
Previously, nothing interpretative specifically included osteo- 
pathic physicians and hospitals under the Social Security 
program, but the 1950 amendments now authorize the states 
to include the services of osteopathic physicians in plans sub- 
mitted to federal agencies for the provision of medical care 
under the Aid to Dependent Children’s program, the Crippled 
Children’s program, the Old Age Assistance program, the Aid 
to the Blind program, and the Aid to the Permanently and 
Totally Disabled program. The amendment which is now 
found in the law at section 1101, provides in subsection (7) 
as follows: : 

The terms “physician,” “medical ‘care’ and “hospitalization” 
include osteopathic practitioners or the services of osteopathic prac- 


titioners in hospitals within the scope of their practice as defined by 
State law. ‘ 


All divisional societies of the American Osteopathic Asso- 
ciation have been notified of the passage of this amendment 
and have been advised to seek inclusion for the osteopathic 
profession in the state plans involving these programs. The 
State administrator of each assistance program may revise 
the state plan to provide specifically for the services of osteo- 
pathic physicians. When this is done, and not until then, the 
people receiving “medical care” under the Social Security pro- 
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gram will no longer be denied the right to the services of their 
osteopathic physician. The responsibility now rests, as a result 
of this amendment, upon the individual divisional societies to 
secure full participation for the profession in their states 
under the state plan. 


SALT WATER IN TREATMENT OF SHOCK FROM 
BURNS AND OTHER INJURIES 


A group of leading American surgeons has advised the 
Public Health Service, Federal Security Agency, that salt 
water taken by mouth, in a vast majority of cases, is as effec- 
tive as blood plasma in the emergency treatment of shock from 
serious burns and other injuries, Federal Security Administrator 
Oscar R. Ewing announced recently. 


In general terms, the treatment calls for approximately 
1 level teaspoonful of table salt and %4 teaspoonful of baking 
soda for each quart of water. A number of quarts are required 
each day. The only limitations on the amount consumed is the 
ability of the patient to consume the saline solution. Since great 
thirst accompanies serious burn injury, it has been found that 
patients will voluntarily consume a sufficient amount of the 
solution, which is quite palatable. No other drinking fluid is 
permitted in the first few days following injury. 


In releasing the recommendation, which came to the Public 
Health Service as the major Federal Agency charged with 
responsibility for civilian health, Surgeon General Leonard A. 
Scheele said: 


The findings are of particular importance in a period of war 
emergency, since it is estimated that in the event of atomic bombing 
about 60 percent of the surviving bombed population might suffer from 
burns. This figure, moreover, does not account for injuries other than 
burns in which shock also might be present. 

Salt water offers an easy, practical method for the treatment of 
shock which follows serious burns and other injuries. It is particularly 
important in any period of large scale disaster. Unless the patient is 
disoriented, is in acute collapse or is among the very small percentage 
who become nauseated by drinking large quantities of the salt solution, 
the sodium chloride formula will be effective when administered 
by mouth, 


Dr. Scheele emphasized the fact that treatment by saline 
solution will in no sense decrease the need for whole blood. 
Rather, he pointed out, sodium chloride would provide an effec- 
tive immediate form of treatment which could be administered 
by anyone. 

The recommendation of the Surgery Study Section, while of enor- 
mous benefit in the event of large scale disaster, must not be con 
strued as lessening in any way the importance of blood bank pro- 
grams. Whole blood and plasma are still essential. 

We believe that the salt water method of treatment should also be 
included, however, in Red Cross training programs so that the neces- 
sary information may be fully available to all first aid personnel, includ- 
ing firemen, policemen, air raid wardens and housewives. 


The memorandum prepared by C. A. Moyer, M.D., dean of 
the Southwestern Medical School of the University of Texas 
and a member of the Surgery Study Section, and furnished on 
February 15, 1950, to the National Security Resources Board, 
follows: 


Since the publication of the experimental work of Doctor Rosen. 
thal, Doctor Coller, et al, orally administered salt solutions have been 
employed in the treatment of burns at the University of Michigan 
Hospital, Ann Arbor, Michigan; at the Wayne County General Hos- 
pital, Eloise, Michigan; and at Parkland Hospital, Dallas, Texas. 
Personal clinical experience, in the above-named hospitals, has con- 
vinced me that the crally administered salt solutions are valuable 
adjunctive agents in the treatment of shock incident to burns, frac 
tures, peritonitis, and acute anaphylactoid reactions. Certain factors are 
important in governing the effectiveness of the oral administration of 
salt solutions. They are as follows: 

1. The composition of the salt solution: The most palatable salt 
solution is made by dissolving 3 to 4 grams of sodium chloride and 
2 to 3 grams of sodium citrate in each liter of water. If sodium citrate 
is not available ordinary baking soda may be substituted for it. 


2. The concentration of salt should not be in excess of 140 milli- 


equivalents of sodium per liter. If the concentration is above this, 
vomiting and diarrhea become important complicating factors. 

3. Whenever profound peripheral circulatory collapse is present, 
the intravenous route of administration must be used until peripheral 
blood flow has been reestablished. The salt solutions that we have 
found most satisfactory for this purpose are Hartmann’s solution 
(Lactate-Ringer’s solution) or plasma. In addition to the salt solution 
or plasma intravenously, whole blood is given concurrently whenever 
peripheral circulatory collapse exists. This materially implements the 
effectiveness of salt solution. 

The slightly hypotonic salt solution is the only drinking fluid per- 
mitted the injured individual until the edema of the injured parts 
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begins to subside. Certain exceptions to this rule have to be made 
during the hot weather of summer when it is sometimes necessary to 
permit the partaking of some non-salty water. 


As much as ten liters of the hypotonic salt solution have been drunk 
in the 24-hour period by adults who have been severely burned. Since 
salt solution has been substituted for water, as a drinkable fluid, no 
burned person who has lived for longer than three hours after being 
admitted to the hospital has suffered from anuria. The “early toxemia 
phase” of burns has also failed to appear and the osmotic concentration 
of the plasma electrolytes has been well maintained. 


We feel that much more clinical observation and actual experi- 
mental work should be undertaken regarding the effectiveness of the 
basic principles of the supportive therapy of burns that have been so 
beautifully demonstrated by Doctor Rosenthal. It is obvious that the 
adoption of a more active program of investigation into the relative 
effectiveness of simple measures to combat shock would be of extreme 
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importance to the armed forces and to the civilian population in the 
event of another war. 

In view of the more acute national emergency that has 
developed since Dr. Moyer wrote this memorandum, the Stud) 
Section, at its meeting on September 16, 1950, voted to recom- 
mend that the principles of treatment outlined in his memo- 
randum be adopted for widespread use in any large-scale dis- 
aster involving the civilian population. Because of the present 
emergency situation, the last paragraph of Dr. Moyer’s memo- 
randum has been modified to read: 

While further clinical research concerning the effectiveness of o:al 
salt solution in the treatment of burns and other injuries is certainly 
in order, there is already sufficient evidence to suggest that this form 
of treatment should be used in any large-scale disaster involving {he 
civilian population. 
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DOCTOR DRAFT REGULATIONS 


By Presidential Proclamation No. 2906, issued October 6, 
1950, the President acting under authority of the doctor draft 
law, Public Law 779 of the 8lst Congress, fixed the date of 
October 16 for the special registration of persons under 50 
years of age who hold a degree of Doctor of Medicine, or 
Doctor of Dental Surgery, or Doctor of Veterinary Medicine 
who were in the first two priority categories. The Proclama- 
tion did not fix a date for the registration of any other of 
the specialist categories; instead it expressly authorized the 
Director of Selective Service to fix the dates of the remaining 
categories, including that of persons holding the degree of 
Doctor of Osteopathy, an authority which the Director of 
Selective Service has not yet exercised. 


The following amendment to the Selective Service regu- 
lations made necessary by the doctor draft law have been 
promulgated, and will be applicable to any special registration 
of Doctors of Osteopathy, if and when Doctors of Osteopathy 
are required to register under a special registration: 


PART 1650—REGISTRATION, CLASSIFICATION, PHYSICAL 
EXAMINATION, SELECTION, AND INDUCTION OF PER- 
SONS IN MEDICAL, DENTAL, AND ALLIED SPECIALIST 
CATEGORIES. 

GENERAL 

1650.1 Applicability of Regulations in this Part.—(a) The registra- 
tion, classification, physical examination, selection, and induction of 
male persons in medical, dental, and allied specialist categories under 
section 4 (i) of title I of the Selective Service Act of 1948, as 
amended, shall be governed by the provisions of the regulations in this 
part except as otherwise provided for in this part. The provisions and 
definitions in part 1602 of this chapter shall govern in the interpretation 
of the regulations in this part. 

(b) The duties and liabilities imposed upon any person by section 
4 (i) of title IL of the Selective Service Act of 1948, as amended, any 
proclamation issued by the President pursuant thereto, any order 
issued by the Director of Selective Service pursuant thereto, or the 
regulations in this part, shall be in addition to and shall in no wise 
affect or be affected by the duties and liabilities imposed upon such 
person by other provisions of title 1 of the Selective Service Act of 
1948, as amended, or by any other proclamation or regulations issued 
pursuant to such other provisions. 

1650.2 Overprinting of Forms.—All forms which are used by the 
Selective Service System in the registration, classification, physical 
examination, selection, induction, and other processing of persons in 
medical, dental, and allied specialist categories under section 4 (i) of 
title 1 of the Selective Service Act of 1948, as amended, shall contain an 
overprint reading “Special Registration No. * with the number of the 
particular special registration entered in the space provided therefor. 


REGISTRATION 


1650.3 Duty to be Registered.—(a) On the day or days and be- 
tween the hours fixed by proclamation of the President or order of 
the Director of Selective Service for the special registration of any 
male persons under the provisions of section 4 (i) of the Selective 
Service Act of 1948, as amended, every person required to do so by 
such proclamation or order shall present himself for and submit to 
registration before a duly designated registration official or the local 
board having jurisdiction in the area in which he has a permanent 
home or in which he may happen to be on that day or any of those days. 

(b) Any person who has registered in accordance with any Presi- 
dential proclamation issued under title I of the Selective Service Act 


of 1948, as amended, and the regulations prescribed thereunder, nd 
who thereafter is required to register pursuant to any proclamation of 
the President or order of the Director of Selective Service fixing the 
day or days for any special registration under section 4 (i) of sich 
Act, shall, notwithstanding such previous registration, present him-elf 
for and submit to registration under such latter proclamation or or ‘er. 


1650.4 Registration of Persons Separated from Reserve Compon. nts 
of the Armed Forces.—Every male person who (a) would have |cen 
required to register in any special registration of persons in medical, 
dental, and allied specialist categories except for the fact that he was 
a member of a reserve component of the armed forces on the day or 
days fixed for his registration by proclamation of the President or 
order of the Director of Selective Service, (b) is thereafter separated 
from such reserve component and no longer is a member of ny 
reserve component of the armed forces, and (c) has not been registcred 
in such special registration prior to such separation, shall present 
himself for and submit to registration before a local board within the 
period of thirty days following the date on which he was so separated. 


1650.5 Registration of Certain Persons Entering the United Statvs. 
Every male person who would have been required to register on any 
day or days fixed by proclamation of the President or order of the 
Director of Selective Service for any special registration of persons in 
medical, dental, and allied specialist categories had he been within the 
United States and who thereafter enters the United States shall present 
himself for and submit to registration before a local board within the 
period of five days followinz the date on which he enters the United 
States. 


1650.6 Inmate of Institution—Untess he has already been regis- 
tered, every person subject to registration in any special registration 
of persons in medical, dental, and allied specialist categories who is an 
inmate of an insane asylum, jail, penitentiary, reformatory, or similar 
institution, shall be registered on the day he leaves the institution. 


1650.7 Responsibility for Performance of Duty.—Every person 
subject to registration in any special registration of persons in medical, 
dental, or allied specialist categories shall have the same responsibility 
for performance of duty as is provided in section 1611.6 of this chapter. 


1650.8 Registration, Duties and Procedures—Accomplishment of 
Registration —(a) The provisions of parts 1612, 1613, 1617, and 1619 
of this chapter shall be applicable to the special registration of persons 
in medical, dental, and allied specialist categories, except as otherwise 
provided in this section. 


(b) Whenever a special registrant has been previously registered 
under the Selective Service Act of 1948, as amended, the local board 
having jurisdiction over such registrant in such prior registration shall 
have jurisdiction over the registrant. 


(c) The registrar shall not issue the Registration Certificate (SSS 
Form No. 2) after the Registration Card (SSS Form No. 1) has been 
signed by a special registrant but shall give the special registrant 4 
Classification Questionnaire (SSS Form No. 100), three copies of Initial 
Data For Classification And Commissioning In Medical Services For 
Medical, Dental and Veterinary Corps (DD Form No. 390), and a 
return envelope addressed to the local board of the registrar, which 
forms shall be completed by the special registrant and mailed to the 
local board in the return envelope within five days after his registration. 


(d) When the completed Classification Questionnaire (SSS form 
No. 100) and the three completed copies of Initial Data For Classification 
And Commissioning In Medical Services For Medical, Dental and 
Veterinary Corps (DD Form No. 390) of a special registrant are 
received by the local board, and the special registrant has been pre 
viously registered under the Selective Service Act of 1948, as ameni(ed, 
the local board shall forward the Registration Card (SSS Form No !), 
together with the questionnaire and the three copies of the initia! lata 
form, to the local board having jurisdiction over such registrant i the 
prior registration, which local board upon receiving such documents 
shall prepare the Registration Certificate (SSS Form No. 2) and mail 
it to the special registrant. If the special registrant has not been pre- 
viously registered, the loca! board shall carefully check the place of 
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residence of such special registrant as 
Registration Card (SSS Form No. 1), and if the local board finds 
that the place of residence shown is within its area, it shall prepare 
the Registration Certificate (SSS Form No. 2) and mail it to the 
special registrant. If the local board finds that the place of residence 
of the special registrant is not within its area, it shall dispose of the 
registration card, together with the questionnaire and the three copies 
of the initial data form, in the manner provided in section 1613.43 of 
thi. chapter, and the local board having jurisdiction over the place of 
residence upon receiving such documents shall prepare the Registration 
Certificate (SSS Form No. 2) and mail it to the special registrant. 

(e) Separate Tally Sheets (SSS Form No. 4) shall be used for 
eac!) special registration of persons in medical; dental, and allied spe- 
cial st categories. 


indicated on line 2 of his 


CLASSIFICATION 


1650.10 Preparation for Classification—(a) Except as otherwise 
provided in this section, the local board shall proceed with the prepara- 
tion for the classification of a special registrant in the manner provided 
in part 1621 of this chapter. 

b) The local board shali maintain for special registrants only a 
separate file of Registration Cards (SSS Form No. 1), a separate 
List of Registrants (SSS Form No. 3), a separate file of Cover Sheets 
(SSS Form No. 101), a separate Classification Record (SSS Form No. 
102), and separate Local Board Actions and Minutes (SSS Form 
No 112). 

(c) If a special registrant has been previously registered under 


title I of the Selective Service Act of 1948, as amended, the local 
boar! shall assign the same selective service number to the new 
Registration Card (SSS Form No. 1) as has been previously assigned 
to such registrant. - 


d) The Classification Questionnaire (SSS Form No. 100) shall 
not be mailed but shall be given to the special registrant at the time of 
registration as provided in section 1650.8. 

(e) The local board shal) prepare a Cover Sheet (SSS Form No. 
101) for each special registrant. If a special registrant has been 
previously registered under title I of the Selective Service Act of 
1948, as amended, the contents of his Cover Sheet (SSS Form No. 101) 
prepared in connection with the previous registration shall be removed 
therefrom and placed in the new cover sheet. A notation of such 
removal shall be placed on the empty cover sheet which shall then con- 
tinue to be filed with the other cover sheets of the previous registration. 

(f) If a special registrant has been previously registered under 
title 1 of the Selective Service Act of 1948, as amended, a notation 
that he has registered in a subsequent special registration shall be 
placed on his Registration Card (SSS Form No. 1) and on the 
Classification Record (SSS Form No. 102) which were prepared in 
connection with such previous registration. 

1650.11 Classification.—(a) Except as otherwise provided in this 
section, the provisions of parts 1622 and 1623 of this chapter shall 
be applicable to the classification of special registrants including such 
previsions as relate to the transfer of a registrant for classification. 

(b) Each special registrant who has not attained the fifty-first anni- 
versary of the day of his birth shall be considered by the local board 
as available for military service and eligible for classification in Class 
LA until his eligibility for a deferred or exempt classification is clearly 
established to the satisfaction of the local board. The delivery to a 
special registrant of a Classification Questionnaire (SSS Form No. 100) 
and an Initial Data For Classification And Commissioning In Medical 
Services For Medical, Dental and Veterinary Corps (DD Form No. 
390) shall be notice to the registrant that unless information is pre- 
sented to the local board, within the time specified for the return of 
the questionnaire and initial data form, which will justify a deferred 


or exempt classification, the registrant will be classified in Class I-A. 
(c) Every special registrant shall be placed in Class I-A under 
the provisions of section 1622.5 of this chapter except that when 


grounds are established to place such registrant in one or more of 
the classes in the following table, the special registrant shall be 
classified in the lowest class for which he is determined to be eligible, 
with Class I-A-O considered the highest class and Class I-C considered 
the lowest class according to the following table: 


Class: I-A- O 


(d) A special registrant shall be placed in 
the provisions of section 1622.6 of this chapter. 

(e) A special registrant shall be placed in Class I-C if (1) he is on, 
or enters upon, active duty in the armed forces, or (2) he has entered 
upon active duty in the armed forces after the date fixed for his 
registration in any special registration and has been separated therefrom 
by honorable discharge or discharge under honorable conditions or by 
an equivalent type of release from service. 

(f) A special registrant shall be placed in Class I-D if he is or 
becomes a member of a reserve component of the armed forces. 

(g) A special registrant shall be placed in Class II-A only if it is 
determined that (1) the medical, dental, or allied specialist service being 
Performed by such registrant in his community is necessary to the 
Maintenance of the national health, safety, or interest, (2) the service 
performed by ‘him cannot be performed by other medical, dental, or 
allied specialists who are in the community, and (3) the registrant 
cannot be replaced in the community by another person who can 
perform such medical, dental, or allied specialist service. It is the intent 


Class I-A-O under 
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of these criteria that a special registrant shall be placed in Class I1-A 
when his induction would cause the availability of essential health 
services to fall below reasonable minimum standards. In making such 
determination, the local board shall give consideration to but shall 
not be bound by any advice offered by any committee established pur- 
suant to section 4 (j) of title I of the Selective Service Act of 1948, 
as amended. 

(h) A special registrant shall be placed in Class III-A only if 
(1) it is determined that his induction into the armed forces would 
result in extreme hardship and privation to a wife, child, or parent, 
with whom he maintains a bona fide family relationship in their home, 
regardless of the date on which such bona fide family relationship was 
established, and (2) by reason of such determination it is considered 
advisable that he be deferred. The term “child” as used in this 
paragraph means a legitimate or an illegitimate child from the date of 
its conception, a child legally adopted, a stepchild, a foster child, and a 
person who is supported in good faith by the registrant in a relation- 
ship similar to that of parent and child, but shall not include any 
person 18 years of age or over unless he is physically or mentally 
handicapped. 

(i) A special registrant shall be placed in Class IV-A only if he 
is the sole surviving son of a family of which one or more sons or 
daughters were killed in action or died in line of duty while serving in 
the armed forces of the United States, or subsequently died as a result 
of injuries received or disease incurred during such service. 

(j) A special registrant shall be placed in Class IV-E under the 
provisions of section 1622.20 of this chapter. 

(k) A special registrant shall be placed in Class IV-F either under 
the provisions of section 1622.21 of this chapter or if he is otherwise 
not acceptable to the armed forces for service. 

(1) A special registrant shall be placed in Class V-A if he has 
attained the fifty-first anniversary of the day of his birth unless he is 
on active military service in the armed forces and is in Class I-C. 

1650.12 Identification of Special Registrants.—In recording the 
classification of each special registrant on the Classification Question- 
naire (SSS Form No. 100), the Classification Record (SSS Form No. 
102), the Notice of Classification (SSS Form No. 110), and on all 
other records with respect to such registrant, the local board shall 
identify each such special registrant by following his classification as a 
special registrant with the abbreviation “M” if he is a bachelor of 
medicine or a doctor of medicine, by the abbreviation “D” if he is 
a doctor of dental surgery or a doctor of medical dentistry, by the 
abbreviation “V" if he is a doctor of veterinary surgery, or a doctor of 
veterinary medicine, or by such other abbreviation as may be prescribed 
by the Director of Selective Service for each other medical, dental, and 
allied specialist category. 


APPEARANCE, REOPENING AND APPEALS 


1650.20 Appearance, Reopening and Appeals.—A special registrant 
shall be entitled to the same rights of appearance before a local board, 
reopening of classification, appeal to the appeal board, and appeal to 
the President, as provided in parts 1624, 1625, 1626, and 1627 of this 
chapter except that any request for appearance or reopening and any 
appeal to the appeal board or to the President, shall, when requested by 
the Director of Selective Service, take precedence over all other 
requests or appeals, except prior requests or appeals of other special 
registrants. 

PHYSICAL EXAMINATION 


1650.30 Physical Examination.—(a) Except as otherwise provided 
in this section, the physical examination of a special registrant shall 
be accomplished in the manner provided in part 1628 of this chapter. 

(b) A special registrant shall not be given a medical interview. 
If the lecal board has reason to doubt that a special registrant is 
physicatiy or mentally acceptable for service in the armed forces, the 
loca) board shall request the medical advisor to the local board to 
submit a statement of the registrant's condition to the State Director 
of Selective Service. The State Director of Selective Service shall 
obtain a determination from the commanding officer of the joint examin- 
ing and induction station as to whether such registrant shall be for- 
warded for armed forces physical examination. 

(c) In addition to the records mentioned in section 1628.17 of 
this chapter, the original and two copies of Initial Data For Classi- 
fication And Commissioning In Medical Services For Medical, Dental 
and Veterinary Corps (DD Form No. 390) shall be sent to the joint 
examining and induction station for each special registrant being 
forwarded for armed forces physical examination. 

(d) After the armed forces physical examination of a special 
registrant has been accomplished and regardless of whether the regis- 
trant has been found acceptable or not acceptable for service in the 
armed forces, the final examining agency of the armed forces will 
forward to the State Director of Selective Service every record which 
under the ‘provisions of section 1628.25 of this chapter would be for- 
warded to the local board or the State Director of Selective Service 
The final examining agency of the armed forces will retain the original 
and one copy of Initial Data For Classification And Commissioning In 
Medical Services For Medicat, Dental and Veterinary Corps (DD 
Form No. 390) and send one copy to the State Director of Selective 
Service. 

(e) The State Director of Selective Service shall maintain a record 
at State Headquarters of the name, local board, date of birth, specialist 
category, and number of order of priority under section 4 (i) (2) of the 
Selective Service Act of 148, as amended, of each special registrant 
who has been found acceptable for service in the armed forces. After 
the State Director of Selective Service has entered this information 
on such record, he shall forward the records received from the final 
examining agency of the armed forces for each special registrant to 
the registrant’s local board. 


I-D 
IL-A 
IV-A 
IV-F 
V-A 
1-C 
l 
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(f) The Certificate of Acceptability (NME Form No. 62) for each 
special registrant who is found acceptable for service in the armed 
forces will show the specialist category in which the armed forces will 
accept him for service. 


SELECTION, DELIVERY, AND INDUCTION 


1650.40 Manner of Allocating Special Calls.—(a) Each State Di- 
rector of Selective Service shall report to the Director of Selective 
Service the name, date of birth, specialist category, and number of 
order of priority of every special registrant in his State, who is in 
Class LA or Class T-A-0 and has been found acceptable for service 
in the armed forces. 

(b) Special calls for specified numbers of male persons in any 
medical, dental, or allied specialist category shall, on the basis of the 
best information then available, be allocated, by the Director of Selective 
Service among the several States and by each State Director of Selective 
Service among the local boards in his State, in such manner that 
special registrants in cach specialist category who are in Class LA and 
Class L-A-O and have been found acceptable for service in the armed 
forces shall, on a Nation-wide basis within the Nation and a State-wide 
basis within each State, be ordered for induction in the order of their 
dates of birth with the youngest being selected first; provided, that, 
within each specialist category, those special registrants who are in a 
lower numbered order of priority under section 4 (i) (2) of the Selec 
tive Service Act of 1948, as amended, shall be ordered to report for 
induction before special registrants who are in a higher numbered 
order of priority, 

1650.41 Special Calls by the Secretary of Defense.—-The Secretary 
of Defense shall from time to time place with the Director of Selective 
Service a special call or requisition approved by the President or such 
other officer as he may designate for a specified number of men in any 
medical, dental, or allied specialist category to be inducted into the 
armed forces. The Secretary of Defense shall present such special 
calls or requisitions to the Director of Selective Service not less than 
60 days prior to the period during which the delivery and induction 
of such men are to be accomplished. 

1650.42 Special Calls by the Director of Selective Service.—The 
Director of Selective Service shall, upon receipt of a special call or 
requisition from the Secretary of Defense, allocate such call or requisi- 


tion among the several States. The Director of Selective Service 
shall issue to the State Director of Selective Service of each State 
concerned a Notice of Call on State (SSS Form No, 200) for the 


number of men in the specialist category found acceptable for service 
in the armed forces allocated to each State. The Director of Selective 
Service shall send two copies of each such Notice of Call on State 
(SSS Form No, 200) to the Secretary of Defense. 

1650.43 Special Calls by State Director of 


Selective Service. 


The State Director of Selective Service, upon receiving a notice 
of Call on State (SSS Form No. 200) from the Director of Se- 
lective Service shall (a) allocate to the local boards concerned. 


within his State the number of men in the specialist category 
which his State is called upon to furnish for service in the armed 
forces and (b) issue to each local board concerned a Notice of Call 
on Local Board (SSS Form No. 201) directing the local board to 
select and deliver for induction the number of such men who have 
been found to be acceptable for service in the armed forces fixed in 
such Notice of Call on Local Board (SSS Form No, 201). The State 
Director of Selective Service shall send a copy of each Notice of Call 
on Local Board (SSS Form No. 201) to the Commanding General of 
the Army Area in which his State is located and a copy to the 
commanding officer of the joint examining and induction station to 
which the selected men are directed to report for induction. 

1650.44 Action by Local Board Upon Receipt of Notice of a 
Special Call.—Each local board, upon receiving a Notice of Call on 
Local Board (SSS Form No. 201) from the State Director of Selective 
Service for a specified number of men in a_ specialist category shall 


select and order to report for induction the number of such men 
required to fill the call from among its special registrants in that 
specialist category who have been classified in Class I-A and Class 


1-A-O and who have been found acceptable for service in the armed 
forces, except that a special registrant classified in Class I-A or Class 
I-A-O who is a delinquent may be selected and ordered to report 
for induction notwithstanding the fact that he has not been found 
acceptable for service in the armed forces. Such special registrants 
shall be selected and ordered to report for induction in the order of 


their dates of birth with the youngest being selected first; provided, 
that any. such special registrant who is a delinquent shall, regard- 
less of his age, be selected and ordered to report for induction before 
any other special registrant in the same specialist category. When 
two or more such special registrants have the same date of birth 
they shall, as among themselves, be selected in alphabetical order. 
The men so selected and ordered to report for induction shall be 
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men to whom the local board has mailed a Certificate of Acceptability 
(NME Form No. 62) at least 21 days before the date fixed for 
induction; provided, that special registrant classified in Class I-A or 
Class I-A-O who is a delinquent may be selected and ordered to 
report for induction to fill an induction call for his specialist category 
notwithstanding the fact that he has not been mailed a Certificate of 
Acceptability (NME Form No. 62). 

1650.45 Delivery and Induction.—The delivery and induction of 
special registrants, pursuant to calls for such registrants, shal! be 
accomplished in the manner provided in part 1632 of this chapter; 
provided, that the induction of a special registrant shall not be post. 
poned except under the provisions of section 1632.2 of this chaprer, 

NOTICE AND DELINQUENTS 

1650.50 Netice and Delinquents.-(a) Special registrants shal! be 
subject to the provisions of parts 1641 and 1642 of this cho) ter 
except as otherwise provided in this section. 

(b) A delinquent special registrant who has not attained the | ity 
first anniversary of the day of his birth may be classified in o: re 
classified into Class I-A or Class I-A-O under the provisions of se: tion 
1642.12 of this chapter. 

(c) The local board shall order each delinquent special regi-::ant 
who has not attained the fifty-first anniversary of the day of his ‘irth 
and who is classified in or reclassified into Class I-A or Class | \.0 
to report for induction in the manner provided in section | it 
unless (1) it has already done so, or (2) pursuant to a written re jvest 
of the United States Attorney, the local board determines not to ler 
such registrant to report for induction. 


HEALTH OFFICERS CONFERENCE 


The Conference of the Association of State and Tvrri- 
torial Health Officers held in Washington October 23-27, 1°50, 
elected Dr. Roy L. Cleere, Executive Director of the Colorado 
State Department of Health, to succeed Dr. Wilson L. 
Halverson, Director of the California State Departmen( of 
Public Health, as president for the coming year. The state 
health officers of California, Massachusetts, Tennessee, and 
West Virginia will constitute the Executive Committee. 

Resolutions and recommendations adopted by the (on- 
ference included disapproval of compulsory health insurance 
legislation now pending before Congress; advocacy of a 
Department of Health with cabinet status and under the 
direction of a career physician in public health; in favor of 
the United States as the locale for the Fifth World Health 
Conference; for the placement of all state health and medical 
care programs under official state health and medical care 
agencies; for restoration of cuts in federal funds for hospital 
construction and other state grants-in-aid; for intensified etiorts 

through state and federal legislation and other measures 

to provide basic full-time local public health services, as 
provided in such bills as S. 522 and HR. 5865; that the 
Children’s Bureau and state health departments study and 
make recommendations concerning the development of home 
care programs for children with long-term illnesses and for 
maternity patients discharged early from hospitals following 
delivery; that the Public Health Service study and present 
recommendations for uniformity between states of the laws 
and regulations concerning premarital serology; that the health 
services of the Bureau of Indian Affairs be transferred to 
the Public Health Service; that state and local health depart- 
ments develop cooperative arrangements and relationships with 
state and local welfare agencies to carry out the recently 
adopted amendments to the Social Security Act. (P. L. 734) 
dealing with health, and that the Social Security Admunis- 
tration make available specific information on what can and 
cannot be done by health departments in the development of 
these programs; that the National Security Resources Board 
make available the manual on the health and medical aspects 
of civil defense without further delay. 
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EFFECTS OF DIET IN ESSENTIAL HYPERTENSION 


Donald M. Watkin, M.D., and associates present two 
stulies on the effects of diet in essential hypertension in the 
October, 1950, issue of The American Journal of Medicine. 
The first is entitled “Baseline Study: Effects in Eighty-six Cases 
of ’rolonged Hospitalization on Regular Hospital Diet.” The 
second is entitled “Results with Unmodified Kempner Rice Diet 
in Vifty Hospitalized Patients.” 

In the first part the writers report on the effect on 86 
paticnts with marked hypertension of prolonged hospitalization 
on « standardized regular diet. This study was undertaken to 
establish a baseline of reference so that allegedly specific thera- 
peutic programs may be truly evaluated. Observations on 
changes in symptomatology, basal blood pressure, heart size, 
electrocardiographic findings, and retinopathy indicate that the 
individual response to hospitalization per se is so variable and 
unpredictable that a considerable observation period must be 
undertaken before any appraisal of effects of specific therapy 
can be made. 

In the second study the authors describe the results of a 
2-year investigation of the effect of the unmodified Kempner 
rice diet on hospitalized patients with advanced essential hyper- 
tension. Fifty patients from the first study group who had 
attained reasonably stabilized blood pressure levels after hos- 
pitalization on regular diet were selected for this study. A con- 
trol period averaging 10.1 weeks preceded the rice period (mean 
duration: 10.5 weeks). 

The results were briefly as follows: 

Symptomatology.—Although the majority of patients were 
improved regarding complaints of headache, peripheral edema, 
exertional dyspnea and orthopnea, and impaired vision, a num- 
ber of minor but hard-to-manage complaints developed. Pa- 
tients were generally unhappy about the stringent deprivations 
of the diet and they complained of anorexia, revulsion of the 
diet, and unsated hunger. Emotional disturbances, lassitude, 
weakness, and activation of obsolescent peptic ulcers posed 
further complications. No clinical manifestations of low-salt 
syndrome were noted even during the hot summer months, 
however. 

Blood Pressure.—The initial mean blood pressure was 
227/132 mm. Hg; -at the end of the control period it was 
196/112 mm. Hg. Under the rice diet the mean was reduced to 
167/96 mm. Hg. When salt capsules were administered to 6 
patients without their knowledge no response was obtained 
but a drop occurred in 2 patients when the capsules were with- 
drawn. The other 4 showed no subsequent response to the 
rice diet. 

A second experiment was tried using 6 patients whose 
blood pressure showed a favorable response to the rice diet. 
The addition of the salt to their diet resulted in an immediate 
rise in blood pressure in four instances and a subsequent rise 
when returned to the control diet in two instances. Other in- 
vestigations showed that the decline in blood pressure induced 
by the rice diet was not associated with a decline in cardiac 
output but rather was the result of lowered peripheral vascular 
resistance. 

; In both the control and rice periods, blood pressure levels 
in most patients fell below the pretreatment Amytal floor. 

Hypertensive Retinopathy—Improvement in the retinopathy 
of the 36 patients used for this analysis was much more marked 
in the rice period than in the control period with the majority 
of patients showing substantial reduction in number and extent 
of retinal hemorrhages and exudates and a reduction or disap- 
pearance of peripapillitis. However, 7 patients suffered a re- 
lapse to former symptoms on being taken off the rice diet. 

_ _ Electrocardiographic Changes.—Changes toward normal as 
indicated by a tendency of inverted T waves to become upright 
and depressed S-T segments to become isoelectric occurred 
during the rice period in 9 of 27 patients with abnormal 
electrocardiograms. 

_ fleart Size—Data on heart size was collected for 33 pa- 
tients. During the contro! period all but 2 showed an enlarge- 
ment of the cardiac silhouette. During the rice period, 14 
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patients showed a reduction of heart size of less than 1 cm. 
(mean: —0.2) and 19 patients showed a reduction of over | 
cm. (mean: —2.0). Restoration of cardiac compensation, as 
indicated by a prompt and sometimes marked diuresis in many, 
was often dramatic and digitalis could frequently be withdrawn. 

Miscellaneous.—In general both the thiocyanate and T-1824 
dye spaces were found to contract during the rice period. A 
similar contraction in extracellular fluid volume reflected a loss 
of body sodium due to the low sodium intake of the rice diet. 
Average weight loss during the rice period was 2.5 kg. By com- 
paring body weight with estimated changes in total body water 
content it was possible to determine changes in the distribution 
of body fat, water, and solids in rice diet patients. The study 
of 17 patients revealed a general increase of body fat and slight 
decreases of body water and solids. 

Basal metabolic rate was observed to decline on an average 
of 11 per cent during the rice diet. The serum sodium and 
serum calcium levels remained practically constant while the 
serum potassium and serum bicarbonate levels rose and the 
serum chloride level fell. Using a pretreatment mean as a base, 
there was a mean decline of 40 mg. per cent in serum total 
cholesterol content on the rice diet. The decline was due pri- 
marily to reduction of the cholesterol ester fraction. The drop 
is still within the normal level, however. 

The concentration of serum proteins, fasting blood sugar, 
hemoglobin, hematocrit, erythrocytes, and total or differential 
leukocyte count were all unaltered under the rice diet. Serum 
urea nitrogen and nonprotein nitrogen fell uniformly. 

Reversible but unfavorable effects on discrete renal and 
hepatic functions were noted as was a decline in urinary nitro- 
gen excretion and urinary uric acid excretion. 

In general it is felt that the reduction in blood pressure, 
which is the chief benefit of the rice diet in cases of essential 
hypertension, is due to the extremely low sodium content and 
that although the diet is most effective in many respects, the 
results could possibly be duplicated by any diet which rigidly 
restricts sodium intake. Among the limitations of the rice diet 
therapy are: (1) The inability of most patients to stay on the 
diet over prolonged periods, and (2) the rapid return of blood 
pressure to pretreatment levels on resumption of a normal diet. 

Morton Terry, B.A., D.O., M.Sc.(Ost.) 
ERYTHROBLASTOSIS FETALIS 
EXCHANGE TRANSFUSION 


His experience with 26 exchange transfusions in newborns 
is reported in the American Journal of Diseases of Children 
for July, 1950, by George J. Brancato, M.D. Twenty-four of 
these were for erythroblastosis fetalis, one for severe jaundice 
caused by obstruction of the duodenum, and one was for con- 
genital hemolytic icterus. Several cases are described. 

The author recommends exchange transfusion in indicated 
cases rather than the use of small repeated transfusions, and 
believes that clinical improvement is more noticeable and neu- 
rological sequelae are fewer with this method. He recommends 
the transfusion technic of using the radial artery-saphenous 
vein in preference to the umbilical catheter, and feels that the 
system is valuable in cases other than this blood dyscrasia. 

IN IDENTICAL TWINS 

Twin boys, weighing 6 pounds 9 ounces and 7 pounds 
respectively, were treated for erythroblastosis. The one in 
poorer condition was given exchange transfusion and the other 
was given “conservative management” of small repeated trans- 
fusions, vitamin K, and oxygen. Horst A. Agerty, M.D., and 
others, writing in the American Journal of Diseases of Chil- 
dren, July, 1950, point out that the jaundice, splenomegaly, and 
hepatomegaly receded more quickly and birth weight was 
regained faster in the twin getting the exchange transfusion. 

The cause was obscure, since the mother had been re- 
ported as Rh-positive. Careful investigation showed the mother 
was Rh”, whereas the babies were Rh,Rh2, and consequently 
she developed anti-Rhe agglutinins, producing the erythro- 
blastosis. 

These writers prefer the umbilical catheter technic. 
Arnotp Metyicx, A.B., M.A., D.O. 


DIAGNOSTIC TESTS FOR INFANTS AND CHILDREN. By 
H. Behrendt, M.D., Cloth. Pp. 529. Price $7.50. Interscience Publishers, 
Inc., New York, 1949. 


Behrendt has collected from widespread sources a large 
number of laboratory tests that are important in the field of 
pediatrics. As he notes in his preface and introduction, he has 
written for the busy practitioner, the clinician, and the labora- 
tory worker, limiting his choice of tests to those of a func- 
tional nature and excluding those based on morphology. It 
must be anticipated that a book of this kind will omit much; 
the author is the first to admit it. 


The novel arrangement of the material seems both helpful 
and refreshing. For most of the tests the author lists the 
pediatric considerations (an aspect not usually developed in 
other texts), the procedure, and the interpretation. 


Tests for metabolism, function of the digestive apparatus, 
vitamins, and the special systems of the body are carefully 
considered. Immunological tests are given, with adequate cov- 
erage of the Rh factor and its ramifications. Tests of sight 
and hearing, so often overlooked, are included and a special 
chapter added on psychological tests. 


The book is clearly written and will be a time saver for 
many physicians, even though it is not all-inclusive. It con- 
tributes no new knowledge, but its content and arrangement 
make it valuable. 

Arnotp Metnick, A.B., M.A., D.O. 


AMPUTATION PROSTHETIC SERVICE. By Earle H. Daniel, 
Director of Prosthetic Service, Institute of Physical Medicine and 
Rehabilitation, New York University, Bellevue Medical Center. Pros- 
thetic Consultant to: Bellevue, City, Goldwater Memorial, Metropolitan 
and University Hospitals, New York, New York. Cloth. Pp. 327, 
with illustrations. Price $7.00. The Williams & Wilkins Company, 
Mt. Royal & Guilford Aves., Baltimore, 1950. 


During the war and the postwar period the need for corre- 
lation of the work of all the personnel concerned with the care 
of the disabled became more and more apparent. It was found 
that it was not enough for each member of a team to devote 
himself to one particular aspect of therapy—rather, each 
should be familiar with the work of all of his teammates. This 
is particularly true in dealing with amputees. As the author 
states it, “Many failures in the use of artificial limbs in 
the past have been due to the choice of sites for amputation. 
This has been caused by lack of exchange of knowledge 
between the surgeons and the limb maker.” 

To effect such an exchange among the surgeon performing 
the amputation, the specialist in physical medicine, the physical 
therapist, the rehabilitation worker, the representatives of 
industry and insurance companies, the limb maker and fitter, 
and the general practitioner, this book was written. The 
author does not say that he has written for the amputee 
himself, except indirectly through the personnel who counsel 
and treat him, but it is apparent that any amputee who reads 
this book will not only increase his knowledge of the subject, 
but will gain in self-confidence and reassurance. 

The book begins with a discussion of the best sites for 
amputations, considering the future use of an artificial limb. 
Below-knee, above-knee, below-elbow, and above-elbow ampu- 
tations, and shoulder disarticulations are described. Following 
this are a chapter on cineplastic procedures, and several on the 
before-prosthesis care of the stump. The bulk of the book 
deals with detailed descriptions of prosthetic devices, and direc- 
tions for their fitting and use. A special chapter on artificial 
limbs for children is included. Physicians who have not had 
the opportunity to keep up with the field will undoubtedly 
be impressed with the great advances made during and since 
the war in the development of various kinds of appliances. 
Many photographs, figures, and diagrams graphically illustrate 
the construction of the appliances and the multitude of func- 
tions they serve. 

Also of interest to the physician will be the chapters 
on training in the use of the leg appliances, including the use 
of aids (wheelchairs, crutches) before the use of the limb; 
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putting on of the limb; first steps with the use of aids such 
as parallel bars, crutches, and canes; free walking; climbing 
stairs; and finally dancing and similar activities. 

Valuable information of the kind often requested by the 
amputee from his physician and others includes data on the 
establishment of an artificial limb shop, government research 
and development of artificial limbs, employment of the amput«: 
a buyers guide of materials and shop equipment including 
prices of the appliances and places to buy them, a list of 
certified limb and brace makers, a list of motion picture films 
for those interested in rehabilitation and physical medicine 
and a list of publications and private organizations sery ng 
amputees. 

The author has an excellent background on which to |ase 
his writings. An amputee himself, he has had many years of 
experience in making and fitting prosthetic appliances, anc in 
training amputees in their use. Over and above the abundance 
of knowledge gained from this background, he possesses an 
understanding of and sympathy with the problems of the 
disabled, and a skill in writing simply and intelligently, all of 
which combine to make this a most engrossing book for any 
reader. 


TECHNIQUES IN BRITISH SURGERY. Edited by Rodney 
Maingot, FRCS. Cloth. Pp 734, with illustrations. Price $15.00. 
W. B. Saunders Company, West Washington Square, Philadelphia, 1950. 

Twenty-nine of the leading surgeons of Great Britain 
have combined their talents to make possible this outstanding 
survey of contemporary British surgery technics. Each con- 
tributor is a practicing surgeon and an accomplished teacher. 
Each is an authority in his field. The result of this collabora- 
tion is a book that, in the words of the editor, represents “the 
best this country can offer.” 

The content of the book is divided into four parts. Part ] 
deals with the head, neck and spinal column and covers such 
topics as management of head injuries in civil life, spinal 
tumors, surgery of the thyroid gland, and the surgical manage- 
ment of Parkinson’s disease. The thorax is considered in 
Part II with chapters on congenital defects of the heart, 
thymectomy for myasthenia gravis, treatment of empyema 
thoracis, technics of pneumonectomy, surgical treatment of 
pulmonary tuberculosis, and mammaplasty. Vagal resection, 
management of acute intestinal obstruction, benign strictures 
of the rectum, cysts of the epididymis, carcinoma of the head 
of the pancreas, surgical aspects of cardiospasm, surgery of 
peptic ulcer, hypospadias, aseptic intestinal anastomosis, treat- 
ment of inguinal hernia, strangulated femoral hernia, syn- 
chronous combined excision for carcinoma of the rectum, 
radical retropubic surgery of the prostate, and stress inconti- 


nence of urine in the female are discussed under Part III, . 


Abdomen and Pelvis. Finally, surgery of the extremities is 
taken up in Part IV. These chapters include arthrodesis of 
hip, knee, and ankle; bone transplants in the treatment of 
bone and joint injuries; recurrent dislocation of the shoulder; 
congenital dislocation of the hip; talipes; acute infections of 
the hand; nerve suture; and management of senile and diabetic 
gangrene. 

Each author was given free rein in the method of 
presentation of his article with the result that the book as a 
whole lacks uniformity. But this is no serious drawback. 
As the title indicates, operative technic is the important point 
of each article although such related aspects as selection of 
the patient, preoperative care, positioning of the patient on 
the operating table, anesthesia, and postoperative care are 
included. Alternate technics are described where pertinent 

To illustrate the articles a liberal supply of original draw- 
ings and photographs made in the operating room have been 
included as well as other explanatory diagrams and rvent- 
genographs. Typographically the book is pleasing to the eye. 
The type, although small, is easily read. 

All surgeons and students of surgery who want to hiow 
what is going on in the field in other countries will find this 
book of value. 
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